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This is your Certificate of Coverage, a part of your Contract.
These documents make up your Contract, which governs your benefits:
■ This Certificate of Coverage, which describes your benefits in detail and gives require-

ments, limitations and exclusions for coverage.
■ Your Outline of Coverage, which shows what you must pay providers and lists services that

require Prior Approval.
■ Any riders or endorsements listed on your Outline of Coverage. They describe additional

coverage or changes to your Contract.
■ Your ID Card.
■ Your Group Enrollment Form (your application) and any supplemental applications that

you submitted and we approved.

If you're missing part of your Contract, call customer service and request another copy. We
sometimes replace a part of your Contract without replacing it all. This Certificate is current until
we replace it. If the description of benefits in your Contract differs from the descriptions in other
materials we provide, the language in your Contract governs.

How to Use This Document
1. Read Chapter One, "How We Determine Your Benefits." Information there applies to all ser-

vices.
2. Find the service you need in Chapter Two, "Covered Services." You may use the Index or Ta-

ble of Contents to find it. Read the section thoroughly.
3. Check "General Exclusions" to be sure the service you need is not on this list.
4. To find out what you must pay for a service or supply, check your Outline of Coverage.
5. Please remember that to know the full terms of your coverage, you should read your entire

Contract.
6. Some terms in your Certificate have special meanings. We capitalize these terms in the text.

We define them in the last chapter of this booklet. Read "Definitions" to fully understand your
coverage.
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After we accept your application, we provide benefits for the health care services in your Con-
tract, subject to all Contract conditions.

Coverage continues from month to month until your Contract is discontinued, terminated or
voided as allowed by its provisions. (See Chapters Seven and Eight.)

Note:
This Certificate is not a Medicare Supplement Contract. If you are eligible for Medicare, please

review the Medicare Supplement Buyer’s Guide available from the company.

Seth B. Bongartz

Board Chair

William R. Milnes, Jr.

President

Jeffrey P.  Johnson

Secretary
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Chapter One

How We Determine Your Benefits
This Chapter shows how we cover services

under your Contract. While reading about your
coverage, please keep these facts in mind:

■ Some terms in your Certificate have spe-
cial meanings. We capitalize these terms
in the text. We define them in the last
chapter of this booklet. Read Definitions
to fully understand your coverage.

■ In addition to the exclusions in each sec-
tion, there are general exclusions to your
coverage, which we list in Chapter Three.

■ To receive benefits, you must use covered
Providers (see our definition). For some
services, the Providers must be Preferred.
For other services, Providers must belong
to one of our Networks. We must deem
services Medically Necessary.

■ Subject to your rights under this Contract
and the law that allows you to appeal a de-
nial of benefits, we have the authority to
interpret and apply the terms of this Con-
tract and to determine whether and to
what extent you have coverage for a re-
quested service, even when a Provider has
prescribed or recommended the service.

■ You must follow the guidelines in this Cer-
tificate even if this coverage is secondary
to other health care coverage for you or
one of your Dependents.

How We Determine Our
Payments

This Chapter explains how we pay your bene-
fits. When we receive your claim, we determine:

■ if this Contract covers your services; and
■ your benefit amount.

In general, we pay our Allowed Price (ex-
plained below) for the service or supply you re-
ceive. We may subtract any:

■ benefits paid by Medicare;
■ Deductibles (explained below);
■ Co-payments or Visit Fees (explained be-

low);
■ Coinsurance (explained below); and
■ amounts paid or due from other insur-

ance carriers through Coordination of
Benefits (refer to Chapter Six).

We may limit benefits to lifetime or calendar
year maximums shown on your Outline of
Coverage.

Payment Terms
Allowed Price

The Allowed Price is the amount we consider
a reasonable payment for a Covered service or
supply.

Deductible
You must pay Deductibles to Providers each

calendar year before we provide benefits for

Chapter One
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certain services listed on your Outline of Cover-
age. Please note that you may have more than
one Deductible. For example, you may have a
higher Deductible for coverage of services by a
Nonpreferred Provider. We apply your Deduct-
ible toward your Out-of-Pocket Limit for each
calendar year. We also apply carryover Deduct-
ibles. (See below.)

Some plans limit the amount of Deductible a
family must pay in a calendar year. If your plan
has a family Deductible, it is listed on your Out-
line of Coverage. When your family meets the
family Deductible, all family members are con-
s idered to have met their indiv idual
Deductibles.

Carryover of Deductible
Any portion of your Deductible applied for

services you have after September 30th each
calendar year will be applied toward your next
year’s Deductible as well.

Co-payment (Visit Fee)
You must pay Co-payments or Visit Fees to

Providers for specific services shown on your
Outline of Coverage. Your Provider may require
payment at the time of the service. We do not
apply Co-payments or Visit Fees toward your
Out-of-Pocket Limits.

Coinsurance
You must pay Coinsurance to Providers for

certain services listed on your Outline of Cover-
age. We calculate the Coinsurance amount by
multiplying the Coinsurance percentage by the
Allowed Price after you meet your Deductible.
Please note that we may apply a higher
Coinsurance amount to coverage of services by

a Nonpreferred provider. We apply your
Coinsurance toward your Out-of-Pocket Limits
for each calendar year.

Out-of-Pocket Limits
After you satisfy your Out-of-Pocket Limit,

you pay no Coinsurance for the remainder of
the calendar year. Your Outline of Coverage lists
your Out-of-Pocket Limit. You may have a
higher Out-of-Pocket limit for coverage of ser-
vices by a Nonpreferred Provider.

Calendar Year and Lifetime
Benefit Maximums

Your various calendar year and lifetime bene-
fit maximums are listed on your Outline of Cov-
erage. After we have provided maximum
benefits, you must pay all charges.

Choosing a Provider
You may usually select any provider you

want to use for a service you need. For some
types of services, you must choose a Preferred
Provider or you will have no benefits. For some
other services, you must choose a Network pro-
vider or you will have no benefits.

For many types of care, you may use
Nonpreferred providers (see "Nonpreferred
Providers" on page 7). If you do, you may pay
more of the cost of your care.

Preferred Providers
Here's how choosing a Preferred Provider

helps you:
■ Preferred Providers bill us directly for your

services, so you don't have to do the pa-
perwork to submit a claim;

How We Determine Your Benefits
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■ Preferred Providers do not ask for pay-
ment at the time of service (except for De-
ductible, Coinsurance, Co-payments or
Visit Fees you owe); and

■ Preferred Providers accept our Allowed
Price as full payment. You do not have to
pay the difference between their total
charge and our Allowed Price.

Remember that you may have lower Deduct-
ibles and Coinsurance to pay when you use Pre-
ferred Providers (see your Outline of Coverage) .

Nonpreferred Providers
If you use a Nonpreferred Provider, we pay

our Allowed Price and you must pay any bal-
ance between the Provider’s charge and what
we pay. You must also pay Deductibles and
Coinsurance, which may be higher for cover-
age of services by Nonpreferred Providers. (See
your Outline of Coverage.)

If you use one of the following Providers
that is not a Preferred Provider, we will not
cover your care and you must pay the full
cost:

■ Cardiac Rehabilitation Providers;
■ Chiropractors;
■ Home Infusion Therapy Providers;
■ Certified Nurse Midwives;
■ Nutritional Counseling providers (includ-

ing registered dieticians, licensed nutri-
tionists, certified diabetic educators and
nurse practitioners);

■ Physical Rehabilitation Facilities; and
■ Skilled Nursing Facilities.

Out-of-state Providers
Providers located out of state that have a Pre-

ferred Provider agreement with another Blue

Cross and Blue Shield Plan are also Preferred
Providers with us. See “The BlueCard Program”
below.

The local Plan determines which Providers
are Preferred. In Vermont, these providers are
the same as our Participating Providers. In
other states, however, Preferred Providers may
be only a smaller group of Providers who make
special Preferred Provider Contracts with the
local Plan. To find out which Providers are Pre-
ferred Providers in a given state, you may call
the Customer Service Department number
listed on your I.D. card or consult a Preferred
Provider directory for the region where you
will seek service. To obtain a copy of a directory
for a Plan in another state, call the BlueCard
ACCESS Provider Locator at 1-800-810-BLUE
(2583) or visit bluecares.com on the worldwide
web.

Network Providers
We have special Networks for some types of

Providers. For example, we have a Network of
mental health and substance abuse treatment
Providers. You receive mental health and
substance abuse treatment benefits only if
you use a Provider in our mental health net-
work. The mental health Network of Provid-
ers is separate from our Preferred Provider
network.

If you have a Prescription Drug Rider, you
may be required to use Network Pharmacies to
get coverage for Prescription Drugs. Read all
the documents included with your Contract
carefully. Your Outline of Coverage lists the rid-
ers included in your Contract. Call our cus-
tomer service department at the number on
the back of your I.D. Card if you have questions.

Chapter One
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Precertification
Program
Program Description

You or the hospital must call us to receive cer-
tification for your hospital admission. Calling
us will protect you from having to pay for un-
necessary and noncovered stays. Call (800)
922-8778. See page 17 for requirements for
obtaining Mental Health admission benefits
or page 22 for Substance Abuse Treatment
admission benefits.

Preadmission Review is our review to de-

termine if your scheduled (non-emergency) In-

patient admission is Medically Necessary.

Contact us two weeks prior to a scheduled In-

patient admission. Notify us if your admission

or service date changes.

Admission Review is our review to deter-

mine whether your unscheduled Inpatient ad-

mission is necessary for:
■ an emergency condition;
■ a maternity condition or a newborn

baby’s condition that requires an ex-
tended hospital stay.

Contact us (within 48 hours or as soon as rea-
sonably possible) after an emergency or mater-
nity admission. Contact us (within 48 hours or
as soon as reasonably possible) after the
mother’s discharge if the newborn stays in the
hospital.

Continued Stay Review is our review to

determine if your continued Inpatient care is

necessary. If you choose to remain in Inpatient

care longer than we deem appropriate, you

may have to pay all charges for Inpatient care

after the date we determined you could have

left the Inpatient Facility.

Notes:

■ A family member, Physician or Facility
may make precertification calls for you.

■ Call (800) 922-8778 for Precertification
Program reviews. Call (800) 395-1356 for
mental health or substance abuse treat-
ment admissions.

Prior Approval Program
BCBSVT requires Prior Approval for certain

services, drugs and supplies. If you do not get
approval in advance for these services, your
care will not be covered. See your Outline of
Coverage for the list of services that require
Prior Approval. Obtaining Prior Approval for
these services ensures the procedures are diag-
nostically appropriate, medically necessary
and cost effective.

To get Prior Approval your physician must
send a letter with supporting documentation
to BCBSVT. The medical staff at BCBSVT will re-
view the information and respond in writing to
you and to your doctor.

We do not allow benefits for services or sup-
plies that are listed on your Outline of Coverage
if you do not get approval in advance. In cases
where Prior Approval is denied or not sought,
you must pay the full cost of your care.

Case Management
Case Management is a program that offers

you help in getting appropriate and effective

How We Determine Your Benefits
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medical treatment. Our registered nurses are
trained in case management and know your
benefit plan. Your Nurse Case Manager will
work with you, your family, your physician and
other providers to evaluate your health care
needs and coordinate services. Our goals are to
achieve the best health outcome for you and to
help you get the most out of your health care
benefits.

The case management program is voluntary
and available at no cost to eligible members.
We may decide to provide benefits through
this program for services we do not generally
cover. The fact that we provide special benefits
in one instance does not obligate us to do so
again.

The BlueCard Program
When you obtain health care services outside

the geographic area we serve, we coordinate
claims processing with the out-of-area Blue
Cross and Blue Shield plans through the
BlueCard Program. The amount you pay for
Covered services is usually calculated on the
lower of:

■ the actual billed charges for your Covered
services; or

■ the negotiated price that the local Blue
Cross and/or Blue Shield Plan passes on to
us.

Often, this “negotiated price” will consist of a
simple discount. But sometimes it is an esti-
mated final price that factors in expected settle-
ments or other non-claims transactions with
your health care Provider or with a specified
group of Providers. The negotiated price may
also be a discount from billed charges that re-

flects average expected savings. The estimated
or average price may be prospectively adjusted
to correct for over- or underestimation of past
prices.

In addition, laws in a small number of states
require Blue Cross and/or Blue Shield Plans to
use a basis for calculating your payment for
Covered services that does not reflect the en-
tire savings realized or expected to be realized
on a particular claim. When you receive Cov-
ered health care services in those states, your
required payment for these services will be cal-
culated using their statutory methods.

Chapter One
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Chapter Two

Covered Services
Ambulance Services

We provide benefits for transportation of the
sick and injured:

■ to a facility from the scene of an accident
or medical Emergency; or

■ between facilities (but not for the pa-
tient’s or the Provider’s preference).

We only cover Ambulance transportation to
the nearest appropriate facility. We do not
cover an Ambulance if a patient could have
safely ridden in a private car, whether or not
one was available.

Chiropractic Services
We provide benefits for care by a Chiroprac-

tor who:
■ is in our Preferred Provider network;
■ is working within the scope of his or her li-

cense; and
■ treats you for a “neuromusculoskeletal”

condition (that is, a condition of the
bones, joints or muscles).

We provide benefits for:
■ office visits, spinal manipulations and as-

sociated modalities;
■ home, hospital or nursing home visits; or
■ Diagnostic Services (e.g., labs and X-rays).

Requirements and conditions that apply to
coverage for services by other Providers also
apply to this coverage.

You must use a Preferred Provider and get
Prior Approval from us for any visits after
your 12th visit, or your care will not be cov-
ered. Please have your Provider write to Medi-
cal Services, Blue Cross and Blue Shield of
Vermont, P.O. Box 186, Montpelier, VT
05601-0186 to get Prior Approval. He or she
must send appropriate treatment plans.

We provide no chiropractic benefits for:
■ treatment after the 12th visit if you don't

get Prior Approval;
■ services by a Nonpreferred Provider;
■ treatment of any “visceral condition,” that

is a dysfunction of the abdominal or tho-
racic organs, or other condition that is not
neuromusculoskeletal in nature;

■ therapy for a Chronic condition when the
therapeutic goals of a treatment plan
have been achieved and no progress is
apparent or expected to occur;

■ supplies or Durable Medical Equipment;
■ treatment of a Mental Health Condition;
■ prescription or administration of drugs;
■ obstetrical procedures including prenatal

and postnatal care;
■ Surgery; or
■ any other procedure not listed as a cov-

ered chiropractic service.

Please remember that the general exclusions
in Chapter Three also apply.

Covered Services
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Dental Services
You must get Prior Approval from us for all

dental services except wisdom teeth extrac-
tions or your care will not be covered. (See
your Outline of Coverage.) We cover only the fol-
lowing dental services:

■ treatment for accidental injury to the
jaws, sound natural teeth, mouth or face
within six months of an accident if the ac-
cident occurs on or after your member-
ship effective date (in the event of an
emergency, you must contact us as soon
as possible afterward for approval of con-
tinued treatment);

■ Surgery to correct gross deformity result-
ing from major disease or Surgery (within
six months of the onset of disease or six
months after Surgery);

■ Surgical removal of bone-impacted teeth;
and

■ gingivectomy only for general or systemic
conditions or conditions resulting from
the effects of drugs.

We provide no benefits for:
■ tooth implants (except for treatment of

accidental injury within six months of the
accident);

■ care for periodontitis;
■ repair or replacement of a damaged den-

tal prosthesis;
■ injury as a result of chewing or biting;
■ pre- and post-operative dental care (we

consider most pre- and post-operative
visits part of the surgical benefit, so we do
not provide additional benefits for these
services);

■ orthodontics (including orthodontics per-
formed as an adjunct to orthognathic
surgery);

■ procedures performed primarily to pre-
pare the mouth for dentures (including al-
veolar augmentation, bone grafting,
frame implants and ramus mandibular
stapling); or

■ dental care not specified above.

Please remember that the general exclusions
in Chapter Three also apply.

Diabetes Services and
Supplies

We provide benefits for services and supplies
for treatment of diabetes. For example, we
cover syringes, insulin, nutritional counseling,
outpatient self-management training and edu-
cation for people with diabetes. We provide
these benefits subject to the same terms and
conditions we use for other medical treat-
ments. We only cover nutritional counseling
by Preferred nutritional counseling Provid-
ers. (See page 17.)

Diagnostic Services
You must get Prior Approval for special ra-

diology procedures (MRI, MRA, PET scans)
and polysomnography (sleep studies) or
your care will not be covered. (See page 8.)

We cover the following Diagnostic Services
(tests to help find or treat a condition):

■ imaging (radiology, X-rays, ultrasound
and nuclear imaging);

Chapter Two
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■ studies of the nature and cause of disease
(laboratory and pathology tests);

■ medical procedures (ECG and EEG);
■ al lergy test ing (percutaneous,

intracutaneous, patch and RAST testing);
■ mammography; and
■ hearing tests by an Audiologist if your

doctor suspects you have a disease condi-
tion (see exclusion number 30 in General
Exclusions).

Emergency Care
We cover Hospital services and supplies for

treatment of an Emergency Medical Condition.
To get emergency care benefits, you must
show symptoms severe enough that a “pru-
dent layperson” would believe that your health
would be threatened without treatment. If you
go to the emergency room when you could
have safely received care somewhere else,
your care may not be Covered.

Home Care
We cover the services of a Home Health

Agency or Visiting Nurse Association that:
■ performs skilled nursing procedures in

your home;
■ trains your family or other care-givers to

perform necessary procedures in your
home; or

■ performs Physical, Occupational or
Speech Therapy (please see page 22 for
further information about Physical, Occu-
pational or Speech Therapy benefits).

We also cover:

■ services of a home health aide (for per-
sonal care only) when you are receiving
skilled nursing or therapy services;

■ other necessary services and supplies (ex-
cept drugs and medications) furnished
and bi l led by a Home Health
Agency/Visiting Nurse Association; and

■ home infusion therapy (only if you get
Prior Approval).

We only cover Home Care services when your
Physician:

■ approves a home care plan of treatment
for a reasonable period of time;

■ includes a treatment plan in your medical
record;

■ certifies that the services are for Acute
Care (not for Chronic Care); and

■ re-certifies the treatment plan every 60
days.

Also, we only provide benefits if the patient,
or a legally responsible individual, consents in
writing to the home care treatment plan.

Private Duty Nursing
You must get Prior Approval for private

duty nursing or your care will not be cov-
ered. (See page 8.)

We cover skilled nursing services by a pri-
vate-duty nurse outside of a hospital, subject to
these limitations:

■ We don’t cover private duty nursing ser-
vices and Home Health Care Services pro-
vided at the same time.

■ We limit benefits for private duty nursing
to $2,000 per member per year.

Remember that the exclusions in Chapter
Three also apply.

Covered Services
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Home Care Exclusions
We do not provide home health care benefits

for:
■ Chronic care (see Definitions);
■ homemaker services (except hospice

care, as described below);
■ Custodial Care;
■ food or home-delivered meals; and
■ drugs and medications.

Please also remember that general exclu-
sions in Chapter Three also apply.

Hospice Care
We cover the following services provided by

a Hospice Provider:
■ up to two skilled nursing visits per day;
■ up to 100 hours per month of personal

care by a home health aide;
■ up to 100 hours per month of homemaker

services for house cleaning, cooking, etc.;
■ up to five days or 120 hours of continuous

care in your home;
■ up to 72 hours each month of Respite

Care;
■ up to six social service visits before the pa-

tient’s death and up to two bereavement
visits after the patient’s death to provide
counseling and emotional support, as-
sessment of social and emotional factors
related to the patient’s condition, assis-
tance in resolving problems, assessment
of financial resources, and use of available
community resources; and

■ other necessary services and supplies.

We only provide benefits if:

■ a Physician certifies that the illness has a
prognosis of six months life expectancy or
less;

■ the patient and the Physician consent to
the Hospice care plan; and

■ a primary care giver (family member or
friend) will be in the home.

Hospital Charges

Note on Mental Health and Substance
Abuse Treatment Services:

The description of services below does not
apply to Inpatient or Outpatient Mental Health
and Substance Abuse Treatment. The require-
ments for Mental Health benefits are listed on
page 17. Requirements for Substance Abuse
Treatment benefits are listed on page 22.

Inpatient Services
We cover charges made by a hospital or a Pre-

ferred Skilled Nursing Facility for Acute Care
during an Inpatient stay. The Facility usually
makes these charges for:

■ room and board;
■ “ancillary” services, such as tests done in

the hospital; and
■ supplies, including drugs given to you by

the hospital or Skilled Nursing Facility dur-
ing a Covered stay.

We cover either the day of admission or the
day of discharge, but not both. Please see page
8 for precertification program requirements.
You must call for Preadmission or Admission
Review when you have an Inpatient stay.

This section explains benefits for charges by
the hospital only. We also cover care by Physi-
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cians and other Professionals while you are in
the Hospital. See “Physicians’ (and Other Pro-
fessionals’) Services” for a description of that
coverage.

Outpatient Services
We also cover charges by the hospital when

you are an Outpatient. You may, for example,
go to the hospital for Diagnostic Services, infu-
sion therapy or emergency care. Other sections
of this Certificate may explain coverage for care
you receive as an Outpatient. Please refer to the
kind of treatment you need (for example,
“Emergency Care” or “Therapy”). Also check
your Outline of Coverage to see if you need Prior
Approval for the service you need.

Maternity
Your hospital benefits cover your Inpatient

maternity stay. (See “Hospital Charges” above
for a description of your hospital benefits.) We
also cover the following care by a Physician or
other Profess ional dur ing a woman’s
pregnancy:

■ prenatal visits and other care;
■ delivery of a baby;
■ postnatal visits; and
■ well-baby care and an initial hospital visit

for the baby while you are an Inpatient.

We provide benefits for home delivery or de-
livery in a Facility when you use a Covered Pro-
vider. We provide benefits for services by
certified nurse midwives (not lay or profes-
sional midwives) only if they are Preferred
Providers.

Our Allowed Price for delivery of a baby in-
cludes all of the services listed above. This al-

lowance is called a “global fee.” If you change
providers during your pregnancy, we will di-
vide this fee appropriately. In addition to the
services included in the global fee, we cover
care for complications of pregnancy.

We cover newborns under this Contract for
up to 31 days after birth. (Refer to Chapter
Seven for information on how to continue cov-
erage for your newborn past this period.)

Please see page 8 for requirements of the
precertification program. You must call for Ad-
mission Review when you have a maternity
stay.

Better Beginnings Maternity
Wellness Program

The Better Beginnings program helps our
members and their babies get the best care be-
fore and after the baby’s birth. If you join this
program, we cover:

■ up to three skilled nursing visits from a
Home Health Agency in your home within
60 days of your discharge from the Hospi-
tal or within 60 days after delivery of your
baby at home;

■ up to nine hours of homemaker services
from a Home Health Agency within 60
days after you are discharged from the
Hospital or 60 days after delivery of your
baby at home;

■ up to $75 in reimbursement for approved
childbirth classes; and

■ educational materials provided by our
nurse case managers.

To join the program, you must agree to par-
ticipate in the Better Beginnings program and
then:

Covered Services

14



■ call customer service at the number on
the back of your I.D. Card as soon as possi-
ble during your pregnancy (you get the
most out of the Better Beginnings program
when you contact us in the first three
months of your pregnancy, but you may
enroll any time during your pregnancy);

■ complete a Health Risk Assessment Ques-
tionnaire; and

■ attend regularly scheduled prenatal visits
with a Provider.

To get reimbursement for childbirth classes,
forward your receipt with a certificate of com-
pletion and a claim form, to Better Beginnings,
P.O. Box 186, Montpelier, VT 05601-0186.

Note:
■ We cover professional services of a Pre-

ferred Certified Nurse Midwife (but not a
lay or professional midwife) or a Physician
for home delivery of a baby.

■ We may provide benefits through this
program for services that we do not gen-
erally cover. (These services are described
in your Better Beginnings packet.) The fact
that we provide special benefits in one in-
stance does not obligate us to do so again.

■ Program options will be included in your
first Better Beginnings packet.

■ We offer the services of a Nurse Case Man-
ager to members who would benefit from
more support and monitoring.

■ You do not have to pay Deductible or
Coinsurance for skilled nursing and
homemaker visits provided through the
Better Beginnings Program.

Medical Equipment and
Supplies
Durable Medical Equipment
(DME)

You must get Prior Approval for continu-
ous passive motion (CPM) equipment, TENS
units, or Durable Medical Equipment with a
purchase price over $1,000, or your DME will
not be covered. (See page 8.)

We cover Durable Medical Equipment you
purchase from a:

■ Physician;
■ occupat ional , physical or speech

therapist; or
■ Durable Medical Equipment supplier.

We provide benefits for the rental or pur-
chase of Durable Medical Equipment. We re-
serve the right to determine whether rental or
purchase of the equipment is more cost-effec-
tive and/or appropriate. The total rental bene-
fits may not exceed our Allowed Price for the
purchase of the equipment.

Supplies
We cover medical supplies such as needles

and syringes and other supplies for treatment
of diabetes, dressings for cancer or burns, cath-
eters, colostomy bags and related supplies and
oxygen, including equipment Medically Neces-
sary for its administration.

Orthotics
You must get Prior Approval for orthotics

or they will not be covered. (See page 8.)
When you get Prior Approval, we provide bene-
fits for molded, rigid or semi-rigid support de-
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vices that restrict or eliminate motion of a weak
or diseased body part.

Prosthetics
You must get Prior Approval for prosthet-

ics or they will not be covered. (See page 8.)
We provide benefits for the purchase, fitting,
necessary adjustments, repairs and replace-
ments of prosthetics. We cover a device (and re-
lated supplies) only when the device is
surgically implanted or worn as anatomic sup-
plement to replace:

■ all or part of an absent body organ (includ-
ing contiguous tissue and hair);

■ the lens of an eye; or
■ all or part of the function of a permanently

inoperative, absent or malfunctioning
body part.

The benefit covers prosthetic devices that
are attached to (or inserted into) prosthetic
shoes, and which replace a missing body part.

We only provide benefits for eyeglasses or
contact lenses that replace the lens of an eye
when the lens was not replaced at the time of
surgery. We cover only:

■ one set of accompanying eyeglasses or
contact lenses for the original prescrip-
tion; and

■ one set for each new prescription.

Also, we provide benefits for dental prosthe-
ses only if required:

■ in treatment of accidental injury (except
injury as a result of chewing or biting); or

■ to correct gross deformity resulting from
major disease or Surgery.

Exclusions
We provide no benefits for:

■ prosthetics or orthotics for which you
have not received Prior Approval from us;

■ dental appliances or dental prosthetics,
except for treatment of
temporomandibular joint syndrome or
obstructive sleep apnea;

■ shoe insert orthotics, lifts, arch supports
or special shoes not attached to a brace;

■ custom-made or custom-molded knee
braces (custom-fitted, "off-the-shelf"
braces are covered);

■ dynamic splinting, continuous passive
motion equipment (unless you get Prior
Approval) and programmable or variable
resistance devices;

■ any treatment, durable medical equip-
ment, supplies or accessories intended
principally for participation in sports or
recreational activities or for personal com-
fort or convenience;

■ repair or replacement of dental appli-
ances or dental prosthetics; and

■ eyeglasses or contact lenses, except when
necessary to replace the lens of the eye
(and the lens was not replaced at the time
of surgery).

Also refer to “General Exclusions” in Chapter
Three.

Notes:
■ DME Providers can be Preferred Providers,

like some Physicians are. You may pay less
if you use a Preferred Provider.

■ To be sure your item meets our definition
of Durable Medical Equipment, you may
call our customer service department be-
fore purchasing a DME item.
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Mental Health Care
You must use a Network Provider and get

Prior Approval for all Mental Health Services
or your care will not be covered. We provide
benefits for Outpatient Mental Health Services
including:

■ indiv idual and group Outpat ient
psychotherapy;

■ family and couples therapy;
■ psychological testing when integral to

treatment; and
■ psychotherapeutic programs directed to-

ward improving compliance with pre-
scribed medical treatment regimens for
such Chronic conditions as diabetes, hy-
pertension, ischemic heart disease and
emphysema.

We provide benefits for Inpatient Mental
Health Care services including:

■ hospitalization;
■ Partial Hospital, day treatment;
■ Residential Treatment Program; and
■ Intensive Outpatient Programs.

We provide benefits for Mental Health
Services only if:

■ you obtain Prior Approval for all Mental
Health Services by calling the number be-
low; and

■ you receive care from Network Mental
Health Providers.

If you are outside Vermont and need mental
health services, the above guidelines still apply.
The phone number for our Mental Health Net-
work is (800) 395-1356. When you call, you can
get the name of a Provider in our mental health
network.

Mental Health Exclusions
The Plan provides no Mental Health benefits

for:
■ services from Mental Health Providers

that are not members of our mental
health Network;

■ treatment we do not approve in advance.
■ Chronic care (see Definitions);
■ nontraditional, alternative therapies such

as eye movement desensit ization,
Rubenfeld Synergy, energy polarity ther-
apy and somatization therapy, that are
not based on American Psychiatric and
American Psychological Association ac-
ceptable techniques and theories;

■ services, including residential programs
and adventure-based activities, that fo-
cus on education, socialization, delin-
quency or Custodial Care; and

■ biofeedback, pain management, stress re-
duction classes and pastoral counseling.

Remember that the general exclusions in
Chapter Three also apply.

Nutritional Counseling
We cover up to three outpatient nutritional

counseling visits each calendar year. Nutri-
tional counseling for treatment of diabetes
does not count toward the three visit limit.

Nutritional counseling must be provided by
one of the following Preferred Providers or your
care will not be covered:

■ Medical Doctor (M.D.);
■ Doctor of Osteopathy (D.O.);
■ registered dietician (R.D.);
■ nutritionist licensed in Vermont;
■ certified diabetic educator (C.D.E.); or
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■ nurse practitioner.

Optometry Services
We cover services by an Optometrist only

when he or she finds or reasonably suspects a
disease condition and refers you to a Physician
for treatment of that condition. We cover your
visit to an Optometrist in the same way we
cover visits to Physicians performing Covered
eye care.

We don’t cover eyeglasses, contact lenses or
any examination for the prescription, fitting or
determination of need for eyeglasses or lenses
unless you need them to replace the lens of the
eye and the lens was not replaced at the time of
surgery (see Prosthetics, page 16).

If you need lenses to replace the lens of the
eye, we will cover only one pair of lenses per
prescription.

Physician and
Professional Services

After you read this section, please check your
Outline of Coverage to see if your service re-
quires Prior Approval.

Inpatient Medical Services
We cover services by a Physician or Profes-

sional Provider who sees you when you are an
Inpatient in a Hospital or Skilled Nursing Facil-
ity. In a General Hospital, these services may
include:

■ Surgery (see below);
■ services of an assistant surgeon when

necessary;

■ anesthesia serv ices for Covered
procedures;

■ intensive care; or
■ other specialty care when you need it.

Notes on Surgery:
You m ust g et Prior A pprov al for

plastic/Cosmetic or Reconstructive Surgery
or your care will not be covered. (See page 8.)
Please note that Surgery benefits include Re-
constructive Surgery that is not just plas-
tic/Cosmetic. (Please see the definitions of
Reconstructive and Cosmetic.) For example, we
cover:

■ reconstruction of a breast after breast
Surgery;

■ Surgery and Reconstruction of the other
breast to produce a symmetrical appear-
ance; and

■ prostheses (which we cover under “Medi-
cal Equipment and Supplies” on page 15)
and treatment of physical complications
resulting from breast Surgery.

We cover sterilization procedures even
though they are not Medically Necessary.

We limit Surgery benefits as follows:
■ We cover only one attempt at reversal of

sterilization.
■ We make global payments for some sur-

geries and other procedures. This means
that we pay your Professional Provider
one payment for all office visits and other
care that is related to the Surgery.

■ We may limit the number of visits we
cover by the same Provider in the same
day.

■ If you have several surgeries at the same
time, we may not pay a full allowance for
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each one. If you have questions about the
way we determine our Allowed Price for
Surgery, please call customer service at
the number on the back of your I.D. Card.

■ We exclude many types of Cosmetic Sur-
gery (see exclusions in Chapter Three).

Note:
You will find a description of benefits for ser-

vices by some Physicians, Professionals and
Other Providers in other sections of this Certifi-
cate. For example, Mental Health Providers' ser-
vices appear in the “Mental Health Care”
section. Limitations may apply, so please read
each section of this booklet carefully.

Office Visits
You pay a Visit Fee each time you have an of-

fice visit. (See page 6.) This office visit benefit
covers:

■ visits to a Physician’s office for routine or
preventive care;

■ a Physician’s visit to your home or skilled
nursing facility;

■ emergency room Physician;
■ allergy injections;
■ consultations;
■ second opinions;
■ covered immunizations;
■ Well-baby and Well-child care; and
■ approved outpatient mental health and

substance abuse visits to Network Provid-
ers (see page 17 for Mental Health Care
guidelines or page 22 for Substance
Abuse treatment guidelines).

Examples of care for which you must pay De-
ductible and Coinsurance instead of your Visit
Fee include:

■ Diagnostic Services performed during an
office visit (X-rays, labs, etc.);

■ injections other than immunizations and
allergy shots;

■ outpatient surgery (see the next section);
■ chemotherapy and infusion therapy (see

page 22 for coverage); and
■ prenatal and postnatal visits, and preop-

erative and postoperative visits, which fall
under the global fee we pay Providers for
your delivery or surgery.

We do not cover:
■ bulk immunizations (those provided to a

group of people) unless you get Prior Ap-
proval; or

■ immunizations mandated by law to be
provided by an employer.

Please also refer to general exclusions in
Chapter Three.

Outpatient Medical Services
We cover care you receive from a Physician or

Professional when you are not in the hospital.
These visits include:

■ Surgery (see notes on page 18);
■ services of an assistant surgeon when

necessary;
■ anesthesia serv ices for Covered

procedures.

Note:
You will find a description of benefits for ser-

vices by some Physicians, Professionals and
Other Providers in other sections of this Certifi-
cate. For example, mental health Providers' ser-
vices appear in the Mental Health Care section.
Limitations may apply, so please read each sec-
tion of this booklet carefully.
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Prescription Drugs
We cover most Prescription Drugs (including

contraceptives and contraceptive devices) if
the Food and Drug Administration approves
them for the treatment of your condition and
you purchase them from a licensed pharmacy.
We also cover injectable insulin, needles and
syringes. We don’t cover drugs and devices that
do not require a prescription, even if your doc-
tor prescribes or recommends them.

You may have a rider that replaces this sec-
tion. If so, you may have to use a network phar-
macy to get coverage. Check your Outline of
Coverage to see if it lists a Prescription Drug
Rider as one of your Contract documents.

We limit benefits for:
■ prescribed fertility drugs to a four-month

supply per calendar year; and
■ prescribed smoking cessation drugs to a

three-month supply per calendar year.

Limitations
We only provide benefits for pharmacologi-

cal treatment of obesity when you get Prior Ap-
proval and your Body Mass Index (BMI) is over
30 or your BMI is over 27 with co-morbidities.

You must get Prior Approval for the fol-
lowing prescription drugs or your drugs will
not be covered:

■ Growth Hormone Replacement Therapy

• Protropin

• Nutropin

• Genotropin

• Humatrope

• Serostim

• Saizen

• Norditropin
■ Infertility Medications

• Fertinex, Follistim, Gonal-F

• GnRHa, Lupron, Synarel

• Antagon, Cetrotide

• Ovidrel, Pregnyl, Profasi, Novarel

• Pergonal, Repronex, Humegon
■ Red Blood Cell Stimulating Medications

• Procrit/Epogen (erythropoietin)
■ Low Molecular Weight Heparin

Anticoagulants

• Lovenox (enoxaparin)

• Fragmin

• Innohep

• LMW heparinoids - Orgaran
■ Botox (botulinum toxin)
■ Zyvox
■ Temodar
■ Kineret
■ Gleevec
■ Anti-obesity Medications

• Meridia

• Xenical
■ Pr imary Pulmonary Hypertension

Therapy

• Flolan

• Tracleer
■ Medications without an National Drug

Code (NDC) number; and
■ drugs approved for sale on the U.S. market

by the Food and Drug Administration less
than 12 months.

To get Prior Approval for your prescription
drug, your provider must write to our medical
services department with the following
information:
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■ your name;
■ your diagnosis;
■ your I.D. number;
■ clinical information explaining the medi-

cal necessity for the medication; and
■ the expected frequency and duration of

the medication.

The list of drugs that need Prior Approval
changes from time to time. We will inform you
of changes using newsletters and other mail-
ings. Check with your doctor or visit our
website at www.bcbsvt.com to see if a specific
drug needs Prior Approval. You may also call
our customer service department at the num-
ber on the back of your I.D. card.

Exclusions
We provide no prescription drug benefits for:
■ refills beyond one year from the original

prescription date;
■ prescriptions greater than 90 days in

supply;
■ fertility drugs prescribed as treatment

leading to, or in connection with, artificial
insemination, intrauterine insemination,
in-vitro fertilization, embryo transplanta-
tion or gamete intrafallopian transfer
(GIFT);

■ devices of any type other than prescrip-
tion contraceptives, even though such
devices may require a prescription order
(including, but not limited to: Durable
Medical Equipment, prosthetic devices,
appliances and supports);

■ any drug considered to be Investigational
by the Food and Drug Administration or
by us;

■ vitamins, except those which, by law, re-
quire a Prescription;

■ drugs and devices that do not require a
prescription (except insulin), even if your
doctor prescribes or recommends them;
and

■ nutritional formulae, except for up to
$2,500 per year for “medical foods” pre-
scribed for the Medically Necessary treat-
ment of an inherited metabolic disease or
those administered through a feeding
tube.

Narcotics and antibiotics are limited to a
30-day supply.

Rehabilitation Services
You must get Prior Approval for Rehabili-

tation services or your care will not be cov-
ered. We cover Inpatient care for an Acute
condition in Physical Rehabilitation Facility in
our Preferred Provider Network. Your care must
meet the following criteria:

■ The attending Physician must certify that
services of a Physical Rehabilitation Facil-
ity are required and are the most appro-
priate level of care for the condition being
treated. The Physician must recertify ev-
ery 30 days thereafter that the services are
required and appropriate, and that signifi-
cant progress is being made by the
member.

■ We cover care only by a Preferred car-
diac rehabilitation Provider to treat a
condition requiring Acute Care. We
cover up to three supervised exercise ses-
sions per week for up to a total of 18 ses-
sions for each Acute cardiac event. You
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must get Prior Approval from us for car-
diac rehabilitation. Have your Provider
write to us at Medical Services, BCBSVT,
P.O. Box 186, Montpelier, VT 05601-0186.
He or she must provide a treatment plan.

Chronic Care, cognitive retraining and edu-
cational programs are not Covered Rehabilita-
tion services. Please remember that the general
exclusions in Chapter Three also apply.

Substance Abuse
Services

You must use a Network Provider and get
Prior Approval for all Substance Abuse
Treatment services or your care will not be
covered. We provide benefits for the following
Substance Abuse treatment services:

■ detoxification;
■ Outpatient rehabilitation (including ser-

vices for the patient’s family when neces-
sary); and

■ Inpatient rehabilitation.

We provide benefits only if:
■ you obtain Prior Approval for all Sub-

stance Abuse Treatment Services; and
■ you receive care from Network Substance

Abuse Treatment Providers.

If you are outside Vermont and need sub-
stance abuse treatment, the above guidelines
still apply. The phone number for our Sub-
stance Abuse Network is 1-800-395-1356.

We provide no Substance Abuse benefits for:
■ Chronic care (see Definitions);
■ treatment that we do not approve in ad-

vance; and

■ services from Substance Abuse Coun-
selors or Substance Abuse Facilities that
are not members of our Substance Abuse
Network.

Remember that the general exclusions in
Chapter Three also apply.

Therapy
We cover therapy services provided by an eli-

gible Hospital, Skilled Nursing Facility or Home
Health Agency/Visiting Nurse Association or in-
cluded on a bill from one of those Providers. We
also cover the services of a registered physical
therapist in an office or home setting. Therapy
services could include the following:

■ radiation therapy;
■ chemotherapy;
■ dialysis treatment;
■ Physical Therapy;
■ Occupational and Speech Therapy; and
■ infusion therapy.

We cover Occupational, Physical and Speech
Therapy only:

■ for Physical Therapy services that require
constant attendance of a registered phys-
ical therapist;

■ for up to 30 Outpatient sessions com-
bined per calendar year or up to six
months of therapy after initiation for a
particular episode (whichever comes
first);  and

■ if you can expect to show measurable im-
provement within six months of the
episode.

You must get Prior Approval for home in-
fusion therapy or your treatment will not be
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covered. We provide benefits for home infu-
sion therapy only if:

■ your Physician prescribes a home infusion
therapy regimen;

■ you use services from a home infusion
therapy Provider in our Preferred Provider
Network; and

■ you get Prior Approval.

We provide no benefits for a Provider to ad-
minister therapy when the patient or an alter-
nate caregiver can be trained to do so.

Please remember that general exclusions in
Chapter Three also apply.

Transplant Services
You must get Prior Approval for trans-

plant services or your care will not be cov-
ered. We cover organ and bone marrow
transplants, including benefits for a live donor's
related medical expenses, when we cover the
recipient. We also provide up to $25,000 in ben-
efits per organ transplant and up to $20,000 in
benefits per bone marrow transplant for the
following related transplant expenses:

■ search for a donor;
■ surgical removal of an organ from a de-

ceased donor; and
■ storage and transportation costs for the

organ or bone marrow.

We provide benefits only if you obtain Prior
Approval. We reserve the right to review all re-
quests for Prior Approval based on:

■ the patient’s medical condition;
■ the qualifications of the Physicians per-

forming the transplant procedure; and
■ the qualifications of the Facility hosting

the transplant procedure.

Benefits for Live Donors
We pay benefits to live donors as follows:
■ if we cover both the recipient and the do-

nor, each receives benefits under his or
her own Contract;

■ if we cover the recipient, but not the do-
nor, both receive benefits under the recip-
ient's Contract (benefits available to the
recipient will be paid first);

■ no benefits are available if we cover the
donor, but not the recipient;

■ we cover up to $65,000 in surgical, stor-
age and transportation expenses incurred
by a live donor for each covered organ
transplant procedure completed;

■ we cover only costs directly related to the
organ donation, including costs resulting
from complications of the donor's
surgery;

■ such costs must be incurred within 120
days from the date of the donor's surgery.

In the event the covered organ transplant
procedure is not completed, we cover the sur-
gical storage and transportation costs of dona-
tion by a living donor only if the covered organ
transplant procedure was scheduled to occur
within 24 hours of the donor's surgery.

Such covered donor expense will be reim-
bursed subject to the same Deductibles,
Co-payments and Coinsurance rates as would
apply to the expenses if subject to the terms of
the transplant recipient's Contract.

Time Period
This Transplant section covers recipient ex-

penses directly related to the transplant proce-
dures when they are incurred:
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■ from 30 days before the procedure to 365
days after the procedure for bone marrow
transplants; or

■ from five days before the procedure to
365 days after the procedure for all other
transplants.

Any benefits provided within this time pe-
riod are subject to the lifetime transplant bene-
fit maximum listed on your Outline of Coverage.
Benefits provided within this time period for
transplant-related office visits, labs or Prescrip-
tion Drugs are subject to the terms and condi-
tions in the other sections of your Contract,
including Visit Fees and the General Exclusions
in Chapter Three.

Lifetime Transplant Maximum
We provide benefits for all transplant ser-

vices and supplies within the time period speci-
fied above up to a lifetime transplant maximum
that is listed on your Outline of Coverage. This
maximum transplant benefit is separate from
your other lifetime benefit maximums for other
services and supplies Covered under your
Contract.

Exclusions
We provide no benefits for the purchase

price of any organ or bone marrow that is sold
rather than donated. Please remember that
general exclusions in Chapter Three also apply.
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Chapter Three

General Exclusions
Note: Subject to your rights under this Contract
and the law that allows you to appeal a denial
of benefits, we have the authority to interpret
and apply the terms of this Contract and to de-
termine whether and to what extent you have
coverage for a requested service, even when a
Provider has prescribed or recommended the
service.

We pay benefits only for Covered services
and supplies described in your Contract. This
Certificate and any of your Riders or Endorse-
ments may contain specific exclusions. Addi-
tionally, we do not cover:
1. Services or supplies that must be Covered

by a prior health plan as extended benefits.
2. Services or supplies for which you would

have no legal obligation to pay if you did
not have your Contract or similar coverage.

3. Services or supplies for which there is no
charge.

4. Services or supplies paid directly or indi-
rectly by a local, state or federal govern-
ment agency, except as otherwise
provided by law.

5. Services or supplies you require as a result
of your commission or attempt to commit
a felony, or your engagement in an illegal
occupation.

6. Services or supplies in excess of the limita-
tions or maximums set forth in your Con-
tract.

7. Services or supplies we determine are not
Medically Necessary.

8. Services or supplies that we determine are
Investigational, mainly for research pur-
poses or Experimental in nature.

9. Services or supplies that are not provided
in accordance with accepted professional
medical standards in the United States.

10. Acupuncture, acupressure or massage
therapy; hypnotherapy, rolfing, homeo-
pathic or naturopathic remedies.

11. Alpha-Stim Units.
12. Automatic ambulatory home blood pres-

sure monitoring.
13. Biofeedback or other forms of self-care or

self-help training.
14. Whole blood, blood components, costs as-

sociated with the storage of blood, testing
of blood the patient donates for his or her
own use (even if the blood is used), transfu-
sion services for blood and blood compo-
nents the patient donates for his or her
own use in the absence of a covered surgi-
cal procedure. (This exclusion does not ap-
ply to blood derivatives and transfusion
services for whole blood, blood compo-
nents and blood derivatives.)

15. Chronic (see Definitions) care.
16. (Routine) circumcision.
17. Clinical ecology, environmental medicine,

Inpatient confinement for environmental
change or similar treatment.
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18. Cognitive retraining and educational pro-
grams, except for diabetes education.

19. Communication devices and communica-
tion augmentation devices.

20. Consultations except when they occur be-
tween Providers and the Providers attach a
written report to the patient’s medical re-
cord.

21. Correction of near- or farsighted condi-
tions or aphakia (where the lens of the eye
is missing congenitally or accidentally or
has been surgically removed, as with cata-
racts) by means of corneal microsurgery or
“laser Surgery,” such as keratomileusis,
keratophakia, and radial keratotomy and
all related services.

22. Cosmetic/plastic procedures and supplies
that are not Reconstructive.

23. Custodial Care, domiciliary care or rest
cures.

24. Dental care, services and supplies and oral
Surgery, unless specifically provided by
your Contract; procedures designed pri-
marily to prepare the mouth for dentures
(including alveolar augmentation, bone
grafting, frame implants and ramus man-
dibular stapling).

25. Drugs that do not require a prescription,
except insulin.

26. Eye exercises or visual training.
27. Eyeglasses, contact lenses or any examina-

tion for the prescription, fitting or determi-
nation of need for eyeglasses or lenses
unless you need them to replace the lens of
the eye and the lens wasn’t replaced at the
time of the surgery.

28. Educational evaluation or therapy or treat-
ment of developmental delays, except for

treatment of diabetes, such as medical nu-
trition therapy by Preferred Providers.

29. Foot care or supplies that are palliative or
Cosmetic in nature, including supportive
devices and treatment for bunions (except
capsular or bone Surgery), flat-foot condi-
tions, subluxations of the foot, corns, cal-
louses, toenails, fallen arches, weak feet,
Chronic foot strain, and symptomatic com-
plaints of the feet. This exclusion does not
apply to coverage for necessary foot care
for people with diabetes.

30. Hearing aids or examinations for the pre-
scription or fitting of hearing aids.

31. Home or automobile modifications like air
conditioners, HEPA filters, humidifiers,
stair glides, elevators, lifts, motorized
scooters, furniture or “barrier-free” con-
struction, even if prescribed by a Provider.

32. Illnesses or injuries which are:
■ a result of an act of war (declared or

undeclared); or
■ sustained in active military service

(Note: upon receipt of written
request, the Plan will suspend
coverage for the military member
and make a refund on a pro rata basis
for subscription rates paid for the
time period the member is in active
military service).

33. Mandated treatment, including court-or-
dered treatment, unless such treatment is
Medically Necessary, ordered by a Physi-
cian and Covered under your Contract.

34. Nonmedical charges, such as:
■ a penalty for failure to keep a

scheduled visit; or
■ fees for completion of a claim form.
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35. Nutritional counseling beyond three visits
per calendar year. (This exclusion does not
apply to nutritional counseling for treat-
ment of diabetes.)

36. Nutritional formulae, except for up to
$2,500 per year for “medical foods” pre-
scribed for the Medically Necessary treat-
ment of an inherited metabolic disease or
those administered through a feeding
tube.

37. Orthodontics, including orthodontics per-
formed as adjunct to orthognathic surgery
or in connection with accidental injury.

38. Orthotics for which you have not received
Prior Approval.

39. Pain management programs.
40. Personal hygiene items.
41. Personal service or comfort items.
42. Photography services, photographic sup-

plies or film development supplies or ser-
vices (for example, external ocular
photography or photography of moles to
monitor changes).

43. Physical fitness equipment, braces and de-
vices intended primarily for use with sports
or physical activities other than activities of
daily living (e.g. knee braces for skiing, run-
ning or hiking); weight loss programs and
health club memberships.

44. Services or supplies that should be or
should have been covered as part of an
evaluation for or inclusion in a Child’s Indi-
vidualized Education Plan (IEP) or other ed-
ucational program.

45. Support therapies, including pastoral
counseling, assertiveness training, dream
therapy, music or art therapy, recreational
therapy, smoking cessation therapy, stress

management, wilderness programs, ad-
venture therapy and bright light therapy.

46. More than one attempt at reversal of steril-
ization.

47. Telephone consultations (between Pro-
vider and patient).

48. TENS (transcutaneous electrical nerve
stimulation) units except with written Prior
Approval from us. (Note: We will not ap-
prove TENS units to treat headache, pelvic
or deep abdominal pain or jaw pain.)

49. Therapy services provided as a part of
Chronic pain control, developmental, pul-
monary or other form of rehabilitation, ex-
cept:

■ t reatment of diabetes by an
approved, Preferred Provider; or

■ upon prior written approval by the
Plan.

50. Travel (other than Ambulance transport),
even if prescribed by a Physician.

51. Evaluation and treatment (including medi-
cations) leading to, or in connection with,
artificial insemination (intravaginal,
intracervical and intrauterine insemina-
tion), in vitro fertilization, embryo trans-
plantation and gamete intrafallopian
transfer (GIFT). This exclusion does not ap-
ply to the evaluation to determine if and
why the couple is infertile.

52. Treatment and medications leading to, or
in connection with, transsexual Surgery.

53. Non-prescription treatment of obesity, ex-
cept surgical treatment when:

■ your Physician determines that your
Body Mass Index is over 40 (according
to Table 1 in the “Methods for
Voluntary Weight Loss and Control”
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booklet by the National Institute of
Health Technology Assessment
Conference Statement of March
1992);

■ you have other medical conditions
that could be significantly and
adversely affected by this degree of
obesity.

54. Treatment for willfully uncooperative or in-
tractable patients.

55. Work-related illnesses or injuries (or those
which you claim to be work-related, until
otherwise finally adjudicated), provided
such illnesses or injuries are covered by
workers’ compensation or should be so
covered. (This provision shall not be
deemed to require, as a condition to ob-
taining coverage, an individual, such as a
sole proprietor or owner partners, to ob-
tain workers’ compensation if he or she is
not under a legal obligation to be so cov-
ered.)

Also, your Contract does not Cover services
or supplies prescribed or provided by a:
56. Provider that we do not approve for the

given service or who is not defined in our
“Definitions” section as a Provider.

57. Professional who provides services as part
of his or her education or training program.

58. Yourself or a member of your immediate
family.

59. Veterans Administration Facility treating a
service-connected disability.

60. Nonpreferred Provider if we require use of
a Preferred Provider as a condition for cov-
erage under this Certificate.

61. Non-Network Provider if we require Net-
work Participation as a condition for cover-
age under this certificate.
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Chapter Four

Pre-existing Conditions
We define Pre-existing Condition as a condi-

tion for which you have sought medical advice,
diagnosis, care or treatment or for which medi-
cal advice, diagnosis, care or treatment has
been recommended during the six months be-
fore you became covered under this Contract.

Waiting Period
We do not provide benefits for services re-

lated to Pre-existing Conditions until nine
months after the effective date of this
coverage.

Exceptions
Emergencies

We provide benefits for Pre-existing Condi-
tions within the nine-month waiting period
when you are treated on an emergency basis,
as documented by medical records and as de-
termined by us.

Maternity
Maternity coverage has no waiting periods.

You may use services regardless of how long
you have had this coverage.

Previous Coverage
If you had previous coverage with us or any

other carrier, we will credit all or part of your
waiting periods for Pre-existing Conditions:

■ if you have not had more than a “90-day
break in coverage” (as defined by law) be-
fore obtaining this coverage; and

■ if your previous coverage had substan-
tially the same Covered services as this
coverage.

We will credit your waiting periods to the ex-
tent that you met all or part of the previous car-
rier's waiting periods. (For example, if you met
six months of the waiting period for your previ-
ous coverage, you will get six months of credit
toward the waiting period for this coverage.)

Children Born or Adopted After
the Effective Date

Coverage for Children born, adopted, or
placed for adoption after the Subscriber's effec-
tive date is not subject to Pre-existing Condi-
tion limitations. They must, however, become
Covered within 94 days after they are first eligi-
ble for coverage under your Contract. Depend-
ents who do not become Covered under your
Contract during these 94 days must fulfill their
own wait ing per iods for Pre-exist ing
Conditions.

Waiver
If your group purchases a waiver of waiting

periods, you do not have to fulfill waiting peri-
ods in this section. In this case, a Waiver of Wait-
ing Periods document should be included in
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your Contract and be listed on your Outline of
Coverage.

Credit for Subscriber Waiting
Periods

Dependents who become covered under
your Contract during their initial eligibility pe-
riod (see Adding Dependents in Chapter
Seven) are not required to fulfill waiting periods
for pre-existing conditions to the extent that
the Subscriber has fulfilled his or her waiting
periods. Dependents who do not become cov-
ered under your Contract during their period of
initial eligibility must fulfill their own waiting
periods unless other exceptions apply.
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Chapter Five

Claims
Remember, when you contact a Provider,

you must:
■ tell the Provider you have coverage with

Blue Cross and Blue Shield of Vermont;
and

■ give information about all other health
coverage you have.

Claim Submission
We must receive your claim within 12

months after you receive a service or supply.
Your claim must include all information neces-
sary for us to administer your benefits.

Network and Preferred Providers will usually
submit claims on your behalf if this is your pri-
mary coverage. (See “Other Party Liability” on
page 36.) If you receive services from a
Nonpreferred Provider, you must file your own
claims.

Release of Information
We may need records, copies of records, ver-

bal statements or other information to admin-
ister your benefits. By accepting your Contract,
you give us the right to obtain, from any source,
any information we need for use in connection
with policy administration, subject to applica-
ble state and federal laws. We also have the
right to obtain information to perform utiliza-

tion review and care management studies and
analyses of benefit programs.

Our approval of your benefits is conditional
upon your furnishing us with such information,
even if we provide benefits before we obtain
the information. In order to avoid duplicate
payments, we may furnish information to other
entities who provide similar benefits, unless
otherwise prohibited by law.

Payment of Benefits
We pay Network and Vermont Preferred Pro-

viders directly. We reserve the right to pay
out-of-state Preferred Providers directly. We
usually pay you directly for services received
from Nonpreferred Providers. We reserve the
r ight , however , to pay you or your
Nonpreferred Providers directly.

Your rights under your Contract are personal.
This means that you may not assign your bene-
fit rights to any other party, including a
Nonpreferred Provider. We may refuse to
honor any benefit assignment presented to us.

For information on how we determine your
benefit amount, see Chapter One.

Payment in Error
If we pay benefits to you incorrectly, we re-

quire you to repay us any overpayment. If this
occurs, we will send you a written notice re-
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questing a refund. If we pay your Provider in-
correctly, we reserve the right to seek reim-
bursement from you or your Provider. In either
case, we may reduce or withhold future bene-
fits to recover incorrect payments.

Regardless of whether we seek recovery, an
erroneous payment on one occasion will not
obligate us to provide benefits on another
occasion.

When You Have a
Complaint

The following sections explain what to do
when you don’t agree with one of our decisions
or when you have a complaint about our ser-
vice or a doctor’s care. Instructions to follow
when you have a complaint about Mental
Health or Substance Abuse Treatment are on
page 34. You may get assistance in any of the
following ways. At any time, you may call the
Vermont Division of Health Care Administra-
tion for help at (800) 631-7788 or (802)
828-2900.

Complaint (or Inquiry) to
Customer Service

Our customer service team can solve most
problems. We encourage you to contact cus-
tomer service before filing an appeal (below)
because it may save you time. Contact us at the
number on the back of your I.D. card and we will
review your complaint. If you wish, another
person for whom you have completed an Au-
thorization to Release Information Form—per-
haps a provider—may call for you. Please have
your I.D. Card handy when you call.

You may also write to:
Blue Cross and Blue Shield of Vermont
Customer Service
P.O. Box 186
Montpelier VT 05601-0186

We resolve complaints as soon as possible.
You can make a medical complaint if you have
problems with the medical care or advice that
you got from your doctor. You may also make a
non-medical complaint. Non-medical com-
plaints might be about:

■ Plan services
■ Plan rules
■ Waiting times to get appointments
■ After-hours access to your doctor
■ The service at the doctor’s office

Claim Appeal
You may file an appeal after a customer ser-

vice review (above) or without one. You have
the right to obtain copies of all information re-
lated to your appeal. (We suggest you make a
complaint to customer service first. This may
save you time.) If your appeal is related to Emer-
gency or Urgent Services, you may submit your
appeal verbally. All other appeals should be
submitted in writing. If needed, we will help
you with your appeal. Call customer service at
the number on the back of your I.D. card for
help.

Send your appeal to:
Blue Cross and Blue Shield of Vermont
Claim Appeal
P.O. Box 186
Montpelier VT 05601-0186

Please be specific about your appeal. If it in-
volves a decision to deny coverage for services,
deny eligibility, or reduce your benefits, call or
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write within 180 calendar days of when you re-
ceive notice of the denial or reduction in bene-
fits. Once you make a formal appeal, an
impartial reviewer(s) will conduct a review to
attempt to resolve it. If it is about a decision to
deny or reduce benefits, we will see if we
should pay your claim.

For an appeal related to medical care not yet
rendered, we will complete the review and
send you notice of our decision within 30 calen-
dar days of receiving your request for review.
For appeals related to medical care you have al-
ready received, we will complete the review
and send you notice of our decision within 60
calendar days of receiving your request for re-
view. If your complaint involves a request for
Emergency or Urgent Services, we will review it
and notify you of our decision within 72 hours
of receiving your request. For reviews not relat-
ing to medical care, we will notify you of our de-
cision within 30 days of receiving your request.

Notes:
■ The State of Vermont has a Health Care

Ombudsman’s office. If you have a prob-
lem with your Plan, this office may be able
to help. Call (800) 917-7787 or (802)
828-2316.

■ By accepting your Contract, you agree to
seek a decision of the Claim Appeal Re-
viewer before taking any judicial action.
After you receive our decision, you may
choose to pursue a voluntary second level
of appeal (below) or, in certain circum-
stances, you may request an independent
review with the State of Vermont by call-
ing (800) 631-7788 or (802) 828-2900.

■ Your plan may be subject to ERISA. If you
are not satisfied with the outcome of the
internal-appeal process, and your plan is
subject to ERISA, you may have the right
to bring legal action under section 502(a)
of ERISA. Consult your benefit administra-
tor to determine whether this applies to
you. You are not required to pursue the
voluntary second-level of appeal prior to
bringing legal action. You are not re-
quired to submit your claim to the State of
Vermont external appeal process prior to
filing a suit under section 502(a) of ERISA.

■ If you choose to take advantage of our vol-
untary second level of appeal (below) and
are still not satisfied, you will have the
right to file an external appeal with the
State of Vermont and/or file suit under
ERISA (if applicable) as described above
after receiving the second-level decision.

Voluntary Second-Level Appeal
If you are not satisfied with the outcome of

the First-Level Appeal, you may file a Sec-
ond-Level Appeal. The second-level appeal is
voluntary and is offered at no cost to you. You
may also, in certain circumstances, request an
external appeal with the State of Vermont by
calling (800) 631-7788 or (802) 828-2900.

If you choose to file a Second-Level Appeal,
you must do so within 90 days after you receive
our appeal decision. If your appeal involves a
request for Emergency or Urgent Services, you
may submit your appeal verbally. All other ap-
peals should be submitted in writing. If
needed, we will help you with your appeal. Give
as much information as you can when filing
your appeal.  Mail your appeal to:
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Blue Cross and Blue Shield of Vermont
Voluntary Second-Level Appeal
P.O. Box 186
Montpelier VT 05601-0186

A different reviewer(s) will conduct a Sec-
ond-Level review. You have the right to obtain
copies of all information related to your appeal.
You, or your representative for whom you have
completed an Authorization to Release Informa-
tion Form, also have the right to meet with the
reviewer(s) before we make our final decision. If
you are not able to participate by phone, we
will make arrangements for you to participate
in person. If your appeal involves a request for
Emergency or Urgent Services, we will review it
and notify you of our decision within two calen-
dar days of receiving your request for appeal.
For all other reviews, we will notify you of our
decision within 30 days of receiving your re-
quest for appeal.

Note:
If you do not take advantage of the voluntary

second level of appeal, the Plan waives its right
to assert that you failed to exhaust administra-
tive remedies because you did not elect to sub-
mit a benefit dispute to the voluntary second
level of appeal.

If you choose to take advantage of the volun-
tary second level of appeal, the Plan agrees that
any statute of limitations or other defense
based on timeliness is tolled during the time
that the voluntary appeal is pending.

Mental Health and Substance
Abuse Complaints (or Inquiry)

Mental health and substance abuse com-
plaints (or inquiries) are handled by Merit Be-

havioral Care (MBC), an affiliate of Magellan Be-
havioral Health.

If you have a complaint about mental health
or substance abuse care that was denied, call
MBC’s customer service department at (800)
395-1356. Our customer service team can solve
most problems. If you wish, you can ask some-
one else for whom you have completed an Au-
thorization to Release Information Form
—perhaps your provider—to call for you. You
may also file an appeal. (See below.)

Mental Health and Substance
Abuse Claim Appeal

Mental health and substance abuse appeals
are handled by Merit Behavioral Care (MBC), an
affiliate of Magellan Behavioral Health.

You may file an appeal after a customer ser-
vice complaint (described above). Or you may
file an appeal right away. (We suggest you
make a complaint to customer service first. This
may save you time.) You have the right to ob-
tain copies of all information related to your ap-
peal. If you have an Emergency Medical
Condition, we will notify you of our decision
within 24 hours of receiving your request. On
other appeals about mental health or sub-
stance abuse health care, we will send you no-
tice of our decision in writing within 10
calendar days of receiving your request. If your
appeal is about service (not actual health care),
we will resolve it within 30 calendar days of re-
ceiving your request.

You must submit your appeal within 180
days of receiving our denial. You may submit an
appeal in writing or by phone. Send written ap-
peals to:

Merit Behavioral Care Corporation
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110 Kimball Avenue, Suite 110
South Burlington, Vermont 05403

Or call (800) 395-1356 to submit your appeal
by phone or for help submitting your appeal.

Note:
The State of Vermont has a Health Care Om-

budsman's office. If you have a problem with
your Plan, this office may be able to help. Call
(800) 917-7787 or (802) 828-2316.

By accepting your Contract, you agree to
seek a decision of the Claim Appeal Reviewer
before taking any judicial action. After you re-
ceive our decision, you may choose to pursue a
voluntary second level of appeal (below) or, in
certain circumstances, you may request an ex-
ternal appeal with the State of Vermont by call-
ing (800) 631-7788 or (802) 828-2900.

Appeal of First-Level Decision
You can have a second committee review

your appeal if you aren’t satisfied with the first
decision. You have the right to obtain copies of
all information related to your appeal. You, or
your representative, also have the right to par-
ticipate by phone. If you are not able to partici-
pate by phone, we will make arrangements for
you to participate in person. To have this re-
view, write to:

Blue Cross and Blue Shield of Vermont
Mental Health Second-Level Appeals
P.O. Box 186
Montpelier, VT 05601-0186

If you have an Emergency Medical Condition,
we will notify you of our decision on your ap-
peal within 24 hours. For all other appeals
about health care, we will send you our deci-

sion within 30 calendar days of receiving your
request.

Independent Review
Are you dissatisfied with either of our review

committees’ decisions? After the first review,
you have the right to ask the state’s Independ-
ent Panel of Mental Health Providers to review
your case if it involves a denial of services be-
cause we think they are not medically neces-
sary. The panel is not connected to BCBSVT. Or,
if you choose to take advantage of our second
level of review, and are still not satisfied, you
can call the Independent Panel at that time and
ask for a review. For more information about
the Independent Panel, or to ask for a review,
call (800) 631-7788 or (802) 828-2900.

Vermont’s Mental Health Law
Vermont has a law that makes mental health

and substance abuse treatment benefits equal
to those for other physical problems. Your ben-
efits comply with this law. For a brochure that
describes how this law affects you, call (800)
395-1356.

When You Have to Pay
If your appeal is denied, you must pay for ser-

vices we didn’t cover. Make your payment to
your provider.
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Chapter Six

Other Party Liability
This Chapter gives us the right to prevent du-

plicate payments for a service that would ex-
ceed the amount of total allowable expenses
for the service. It applies, for instance, when a
person covered under your Contract also re-
ceives benefits, or is entitled to receive benefits
as a result of any other health coverage or insur-
ance. Remember, you must disclose information
about all other coverage to us.

Coordination of
Benefits

This Chapter applies when you are entitled to
benefits or recovery under your Contract and
also under another health plan or insurance
policy that provides benefits for some or all of
the same expenses as this one does. (For the
purposes of this Chapter, we’ll call the other
party a “payer.”)

We may reduce your benefits under your
Contract so that the sum of the reduced bene-
fits and all benefits payable for Covered ser-
vices under another health plan or insurance
policy does not exceed the total charges for
Covered services.

Although we call the other plan or policy a
“payer,” we coordinate benefits based on cov-
erage, not actual payment. Therefore, we treat
the following benefits as “payment” from an-
other payer:

■ any benefits that would be payable if you
made a claim (even if you don’t); and/or

■ benefits in the form of services.

When two payers coordinate benefits, one
becomes “primary” and one becomes “second-
ary.” The primary payer considers the claim first
and makes its benefit determination. The sec-
ondary payer then makes payment based on
any amount the primary payer did not cover.
We make our determination of whether we are
the “primary” or “secondary” payer according
to the Order of Benefit Determination Rules of
the Group Coordination of Benefits Model Reg-
ulation, Section 5, provided by the National As-
sociation of Insurance Commissioners (NAIC).
The NAIC guidelines say that, in general, if the
other payer has no Coordination of Benefits
provision or if they have a provision that differs
from ours, they are primary. If they use the
same NAIC provisions we use, we determine
who is primary as follows:

■ the payer covering a patient as an em-
ployee (Subscriber) is primary to a payer
who covers him or her as a Dependent;

■ if a Child or Over-age Dependent is the pa-
tient, we use the NAIC “Birthday Rule,”
which makes the coverage of the parent
whose birthday is earlier in the calendar
year (without regard to year of birth) the
primary payer; and
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■ when the above two rules don’t apply, the
coverage with the earliest effective date is
primary and the other is secondary.

Coordination of Benefits for
Children of Divorced Parents

If two or more plans cover a Dependent Child
of divorced or separated parents, a court often
decrees that one parent should be responsible
for the health insurance of the Child. In that
case, the plan of the parent with that responsi-
bility is primary. If no such decree exists, bene-
fits are determined in this order:

■ the plan of the parent with custody of the
Child; then

■ the plan of the Spouse/Party to a Civil Un-
ion of the parent with custody (if he or she
covers the Child); then

■ the plan of the parent who does not have
custody of the Child; and finally

■ the plan of the Spouse/Party to a Civil Un-
ion of the noncustodial parent (if he or she
covers the Child).

If a court decrees that parents will share cus-
tody of the Child, without stating that one par-
ent is responsible for health care expenses for
the Child, we use the “Birthday Rule” described
in the last section.

In an Accident
If you have an accident and you are Covered

for accident-related expenses under any of the
following types of coverage, the other payer is
primary and we are secondary:

■ no-fault auto insurance;
■ Group auto insurance;
■ traditional fault-type auto insurance;

■ uninsured or underinsured motorist
insurance;

■ automobile-medical payment insurance;
■ home owner’s insurance;
■ personal injury protection insurance;
■ financial responsibility insurance;
■ medical reimbursement insurance cover-

age that you did not purchase; or
■ any other property and liability insurance

providing medical payment benefits.

Reimbursement
If another health plan provides benefits that

we should have paid, we have the right to reim-
burse the other health plan directly. That pay-
ment satisfies our obligation under your
Contract.

Medicaid and CHAMPUS
We will always be “primary” payer to

Medicaid or CHAMPUS (Civilian Health and
Medical Program of the Uniformed Services).
CHAMPUS and Medicaid are always secondary
payers.

Subrogation
To the extent that we advance benefits under

your Contract, we shall be subrogated to your
rights of recovery from any person or organiza-
tion that caused or contributed to your illness
or injuries or paid as a result of your illness or in-
juries. This means that:

■ If you receive medical treatment for inju-
ries or illness caused by another party, and
we advance benefits for any part of that
medical treatment, you shall pay us all
amounts you recover by suit, settlement
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or otherwise from any third party, its in-
surer or your insurer, to the extent of the
benefits advanced under your Contract.
In appropriate cases, we may reduce the
amounts you owe us by a proportionate
share of the reasonable and necessary at-
torneys’ fees and costs incurred by you to
obtain your recovery. We reserve the
right to bring a lawsuit in your name or in
our name against any responsible party or
parties to recover benefits we have ad-
vanced or to settle our claim for such ben-
efits with such responsible party or
parties.

■ This right of subrogation extends to and
includes any recovery you may have un-
der no-fault auto insurance, Group auto
insurance, traditional fault-type auto in-
surance, uninsured or underinsured mo-
torist insurance, automobile-medical
payment insurance, home owner’s insur-
ance, personal injury protection insur-
ance, financial responsibility insurance,
medical reimbursement insurance cover-
age that you did not purchase, or any
other property and liability insurance pro-
viding medical payment benefits.

■ You shall take such action, furnish such in-
formation and assistance, and execute
such papers (including a reimbursement
agreement) as we may require to enforce
our rights, and you shall take no action
prejudicing our rights and interests under
your Contract.

■ If you refuse to pay us or to provide the
necessary information, we may take legal
action against you to recover amounts
paid. In the event it is necessary for us to

take such action, you will also be responsi-
ble for our attorney's fees and expenses in
collecting the amounts owed by you. Your
future benefits may be reduced or with-
held to recover monies owed to us.

■ You agree that you will not settle your
claim without first notifying us. We re-
serve the right to compromise the
amount of our claim if, in our opinion, it is
appropriate to do so. We shall have a lien
on your recovery from the person causing
you illness or injury for which we have ad-
vanced benefits.

Other Party Liability

38



Chapter Seven

Membership
Remember, when you add or remove De-

pendents, your type of membership (individ-
ual, two-person, or family) may change.

You may add or remove Dependents from
your membership under the conditions noted
in this Chapter. To do this, obtain a Group En-
rollment Form from your Group Benefits Man-
ager. Fill out the form and give it to your Group
Benefits Manager. He or she will submit this re-
quest form to us.

You must cover either all or none of your De-
pendents who are eligible under your Contract,
unless otherwise ordered by a court of law.

Adding Dependents
You may add a Dependent when any of the

following events occurs:

Open Enrollment
You may add Dependents for any reason on

the Group’s open enrollment date. If we receive
your request before this date, we will make the
change effective on the open enrollment date.
If we receive your request during the month in
which your open enrollment occurs, we will
make the change effective on the first of the fol-
lowing month.

If you belong to a small Group (a Group of less
than 50 employees) plan, we do not impose
open enrollment periods. Provisions in your
Contract regarding open enrollment do not ap-

ply if you belong to a small Group. Your Group
or association may do so, however (most asso-
ciations do). Check with your Group Benefits
Manager for information.

Marriage/Civil Union
If we receive your application within 31 days

after the date of marriage/Civil Union, your new
type of membership is effective the first day of
the month following the date of marriage/Civil
Union. If we receive your request within 32 to
60 days after the date of your marriage/Civil Un-
ion, your new membership becomes effective
the first day of the month after we receive your
request.

If you fail to add your new Dependent within
60 days of your marriage/Civil Union, you must
wait until an open enrollment date to do so. If
you belong to a small Group (a Group of less
than 50 employees) plan, check with your
Group Benefits Manager to see if your Group or
association imposes an open enrollment
period.

Birth or Adoption
If you already have a family membership, we

cover your new Child from the date of birth, le-
gal placement for adoption or legal adoption.
You should, however, notify us of your family
addition within 31 days.

If you do not have a family membership, we
cover your Child for 31 days after:
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■ birth;
■ legal placement for adoption (when

placement occurs prior to adoption final-
ization); or

■ legal adoption (when placement occurs at
the same time as adoption finalization).

However, we must receive your application
for a membership change in order to continue
benefits for the Child past 31 days. If we receive
your request within the 31 days:

■ the Child’s effective date is retroactive to
the date of birth, placement for adoption
or adoption; and

■ the new type of membership is effective
the first day of the month following birth,
placement for adoption or adoption.

If we receive your request within 32 to 60
days, the Child's membership and the new type
of membership are effective the first day of the
month following our receipt of your request.

If you fail to add your new Dependents within
60 days, you must wait until an open enroll-
ment date to do so. If you belong to a small
Group (a Group of less than 50 employees)
plan, check with your Group Benefits Manager
to see if your Group or association imposes an
open enrollment period. Dependents who do
not become covered within 94 days must fulfill
their own waiting periods for pre-existing
conditions.

Spouse’s/Party to a Civil Union’s
Loss of Coverage

A Spouse/Party to a Civil Union and any De-
pendents covered under the Spouse's/Party to
a Civil Union's health coverage with another
health plan are eligible for membership under
your Contract if the Spouse/Party to a Civil Un-

ion loses his or her group health coverage or
terminates employment. If you fail to add your
Spouse/Party to a Civil Unionand/or Depend-
ents within 31 days after your Spouse/Party to a
Civil Union loses coverage, you must wait until
an open enrollment date to do so.

Court-ordered Dependents
The effective date of a court-ordered addi-

tion of a Dependent is the first of the month af-
ter we receive your request. The request must
include proof of the court order.

Over-age Dependents
Dependent Students

You may include unmarried, full-time stu-
dents (taking 12 credits or more per semester)
between the ages of 19 and 25 as Dependents
on your membership. To do this, you must pro-
vide us with the following information:

■ written notice of your Child’s student sta-
tus on our Student Certification form; and

■ written proof (acceptable to us) of student
status.

If a Child is a full-time student on his or her
19th birthday, he or she may continue on your
membership without meeting new waiting pe-
riods for Pre-existing Conditions. To continue
the membership, however, we must receive
the request before the first of the month follow-
ing the student's 19th birthday.

If your Child becomes a student after his or
her 19th birthday, waiting periods may apply. If
we receive your request for student status
within 60 days after he or she becomes a stu-
dent, the student's coverage is effective the
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first of the month following our receipt of your
request. If we don't receive the request within
60 days, you must wait until an open enroll-
ment date to add the student to your member-
ship. If you belong to a small Group (a Group of
less than 50 employees) plan, check with your
Group Benefits Manager to see if your Group or
association imposes an open enrollment
period.

Dependent student coverage ceases the first
day of the month after a student:

■ marries;
■ is no longer a full time student;
■ no longer lives in the Subscriber's home;

or
■ turns 25 years of age.

Incapacitated Dependents
In order to provide continued coverage for

an Incapacitated Dependent, we must receive
the following:

■ an application form for Incapacitated De-
pendents (which you may obtain from our
Customer Service Department); and

■ Physician certification of the extent and
nature of the handicap.

Our medical director must review the above
information and deem the Dependent Incapac-
itated before we will provide coverage.

We must receive the above information
within 31 days of the date the individual would
no longer be an eligible Dependent if he or she
were not Incapacitated.

Removing Dependents
You must remove Dependents from mem-

bership with us if any of the following events
occurs:

■ a Dependent dies;
■ the Subscriber and Spouse/Party to a Civil

Union divorce (Spouse is removed);
■ a child no longer meets the definition of a

Child (marries, turns 19 or no longer lives
in the Subscriber's home);

■ an Incapacitated Dependent is no longer
Incapacitated; or

■ a student ceases to be a student.

Dependents become ineligible for coverage
under your Contract at the end of the month af-
ter the event occurs.

Termination Of Group
Coverage
Termination of Coverage by You,
by the Group or by Us

You or your Group may terminate this Con-
tract without cause at the end of any calendar
month by giving 15 days prior written notice.
BCBSVT may terminate this Contract in accor-
dance with State and Federal law.

Upon Contract termination, we refund your
Group the amount of any unearned prepaid
subscription rates we hold. Such payment con-
stitutes a full and final discharge of all our obli-
gations under this Contract, unless otherwise
required by law. We will continue to provide
benefits for all Covered services received be-
fore the date of termination.
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Default in Subscription Payment
If we do not receive your payment on the due

date:
■ we will mail you a cancellation notice; and
■ this Contract automatically terminates af-

ter midnight on the 14th day after we
send you a cancellation notice.

We consider a termination for nonpayment a
cancellation by you.

Fraud or
Misrepresentation

If you obtain or attempt to obtain coverage
or benefits through material fraud or misrepre-
sentation, this Contract is void.

Contract Reinstatement
We may reinstate a terminated Contract

solely at our discretion and only on such terms
and conditions as we decide, as allowed by law.

Voidance and
Modification

Unless your application or an exact copy of it
is included in, or attached to, your Contract, no
representation you make on your application
for a contract shall:

■ make this Contract void; or
■ be used in any legal proceeding under

your Contract.

Only an officer of Blue Cross and Blue Shield
of Vermont is authorized to bind us legally by
changing or waiving any provisions of your
Contract.

Benefits After
Termination of
Coverage

If you are entitled to benefits for a continu-
ous total disability, as defined by the Social Se-
curity Act, existing on the cancellation date, we
provide benefits for services until the earlier of:

■ the date your disability ends;
■ 12 months beyond the date of cancella-

tion; or
■ the date you exhaust your benefit

maximums.

Continuation of Group
Coverage

Various state and federal laws may entitle
you to continue your Group coverage after it
would otherwise terminate. Contact your
Group to determine which laws apply to your
circumstances.

Conversion to
Direct-pay Coverage

When continuation of Group coverage
ceases, you may be eligible for direct-pay cov-
erage. If so, we will give you the opportunity to
convert without a break in coverage. To do this,
your direct-pay coverage must be effective
within 30 days after your Group coverage
terminates.

Remember, the terms of your Contract with
us may change if you transfer from one group
to another, or change to direct-pay coverage.

Membership

42



If your Group cancels coverage with us and
obtains coverage with another health insurer
or you are otherwise eligible for group cover-
age, we cannot continue your Group coverage
or offer you direct-pay coverage.

Medicare
Please note that this is not a Medicare Sup-

plement Contract. We will not provide benefits
under this Contract if you are Medicare-eligible
unless otherwise required or permitted by fed-
eral law. Contact your Group Benefits Manager
to determine eligibility for the Medicare sup-
plemental Certificate offered through your
Group. If you are eligible for Medicare, please
review the Medicare Supplement Buyer’s
Guide available from the company.
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Chapter Eight

General Contract Provisions
Applicable Law

This Contract is intended for sale and delivery
in, and is subject to the laws of the United States
and the State of Vermont.

Entire Agreement
Your Contract is the entire agreement be-

tween you and us. Subject to applicable state
and federal laws, you have no rights or privi-
leges not specifically provided in this Contract.
This Contract may only be changed in writing
with the approval of the Vermont Department
of Banking, Insurance, Securities and Health
Care Administration. Notification of any
change in this Contract will be in accordance
with applicable law.

Severability Clause
If any provisions of your Contract are de-

clared invalid or illegal for any reason, the re-
maining terms and provisions will remain in full
force and effect.

Nonwaiver of Our
Rights

Occasionally, we may choose not to enforce
certain terms or conditions of your Contract.

This does not mean we give up the right to en-
force these terms or conditions later.

Term of Contract
Coverage continues from month to month

until this Contract is discontinued, terminated
or voided as allowed by this Contract.

Subscription Rate
Amount of Subscription Rate

We have different rates for single and
multi-person memberships. Your Group's rate
or rating formula has been filed with, and ap-
proved by, the Vermont Department of
Banking, Insurance, Securities and Health Care
Administration.

Changes in the Subscription Rate
We may change rates only if we receive ap-

proval from the Vermont Department of
Banking, Insurance, Securities and Health Care
Administration. We will notify your Group of
any rate change in accordance with state law.

Subscription Rate Payments
The subscription rate is payable in advance

directly to us. We allow no more than a ten-day
grace period for payment.
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Subscriber Address
You (the Subscriber) must notify us, in writing

or by phone, of any change of address. Call the
Customer Service number listed on your I.D.
Card or mail your change of address to:

Blue Cross and Blue Shield of Vermont
P.O. Box 186
Montpelier, VT 05601-0186

We send all notices by first class postage to
the Subscriber’s address that we have on file.
This constitutes our full responsibility to notify
the Subscriber, regardless of whether the Sub-
scriber receives such notice.

Third Party
Beneficiaries

All members Covered under this Contract
(except the Subscriber) shall be third party ben-
eficiaries to the Contract.
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Chapter Nine

Definitions
Note: Subject to your rights under this Contract
and the law that allows you to appeal a denial
of benefits, we have the authority to interpret
and apply the terms of this Contract and to de-
termine whether and to what extent you have
coverage for a requested service, even when a
Provider has prescribed or recommended the
service.

Acute (Care): (treatment of) an illness, in-

jury or condition, marked by a sudden onset or

abrupt change of your health status that re-

quires prompt medical attention. Acute Care

may include hospitalization of limited duration.

Acute Care is intended to produce measurable

improvement or maximum rehabilitative po-

tential within a reasonable and medically pre-

dictable period of time.

Allowed Price: the amount we consider

reasonable for a Covered service or supply.

Ambulance: a special ly designed and

equipped vehicle for transportation of the sick

and injured.

Benefit: the amount we pay for a Covered

service or supply as shown on your Explanation

of Benefits.

Certificate: this document.

Child: (refer to Dependent definition)

Chiropractor: a duly licensed Doctor of

Chiropractic, acting within the scope of his or

her license.

Chronic Care: treatment of an illness, injury

or condition that is:
■ not necessarily directed toward allevia-

tion or prevention of an Acute condition;
and

■ of long duration without any reasonably
predictable date of termination.

Chronic conditions may be marked by recur-
rences of conditions requiring Acute Care on a
periodic basis.

Civil Union: a relationship established be-

tween two persons of the same sex pursuant to

15 V.S.A. Chapter 23 that entitles the parties to

the benefits and protections of spouses and

subjects them to the responsibilities of

spouses.

Coinsurance: a percentage of our Allowed

Price you must pay, as shown on your Outline of

Coverage, after you meet your Deductible. (Re-

fer also to Chapter One.)

Contract: consists of:

■ your Outline of Coverage, this Certificate
and the documents listed on your Outline
of Coverage;

■ your Identification Card; and
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■ your application and any supplemental
applications that you submit and we
approve.

Your Contract is subject to all of our agree-
ments with Preferred Providers and other Blue
Cross or Blue Shield Plans, as amended from
time to time.

Co-payment (Visit Fee): a f ixed dol lar

amount you must pay for specific services, if

any, as shown on your Outline of Coverage. (Re-

fer also to Chapter One.)

Cosmetic: primarily intended to improve ap-

pearance.

Cover(ed): describes a service or supply for

which you are eligible for benefits under your

Contract.

Custodial Care: primarily designed to help

in your daily living activities. Custodial Care is

not primarily provided for its curative value.

Custodial Care includes:
■ help in walking, bathing, dressing and

feeding;
■ preparation of special diets;
■ supervision over administration of medi-

cations; and
■ care not requiring skilled nursing services.

Deductible: the amount you must pay to-

ward the cost of specific services each calendar

year before we pay any benefits. Your Outline of

Coverage shows your Deductible amounts. (Re-

fer also to Chapter One.)

Dependent: a Subscriber’s Spouse, the

other Party to a Subscriber’s Civil Union, or a

Subscriber’s Child or Over-Age Dependent (re-

fer to Chapter Seven) Covered under this

Contract.

Child: a Subscriber’s unmarried stepchild
(through marriage or Civil Union), son or
daughter, whether biological or legally
adopted (including a child living with the adop-
tive parents during a period of probation); or a
child for whom the Subscriber is legal guardian.

A Child must be under age 19 and live in the
Subscriber’s household unless coverage has
been ordered by a court of law.

Over-age Dependent: a full-time student as
described in our membership section or Inca-
pacitated Dependent as defined in this section.

Party to a Civil Union: a person with whom
the Subscriber has entered into a legally valid
Civil Union.

Spouse: the Subscriber’s Spouse under a le-
gally valid marriage between persons of the op-
posite sex.

Diagnostic Services: approved services,

ordered by a Physician or podiatrist, to deter-

mine a definite condition or disease. Diagnostic

Services include:
■ imaging (radiology, X-rays, ultrasound

and nuclear);
■ studies of the nature and cause of disease

(laboratory and pathology tests);
■ medical procedures (ECG and EEG);
■ al lergy test ing (percutaneous,

intracutaneous, patch and RAST testing);
and

■ mammography.

Durable Medical Equipment (DME):
equipment that:
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■ requires a prescr ipt ion from your
Physician;

■ is primarily and customarily used only for
a medical purpose;

■ is appropriate for use in the home;
■ is designed for prolonged and repeated

use; and
■ is not generally useful to a person who is

not ill or injured.

DME includes wheelchairs (manual and elec-
tric), hospital-type beds, walkers, canes,
crutches, kidney machines, ventilators, oxygen,
monitors, pressure mattresses, nebulizers, trac-
tion equipment, bili blankets, bili lights and
respirators.

DME does not include items such as air condi-
tioners, bathroom equipment, chair lifts,
dehumidifiers, whirlpool baths, exercise equip-
ment, motorized scooters and other equip-
ment that has both nonmedical and medical
uses.

Emergency  Medical  Condition: t h e

sudden and, at the time, unexpected onset of

an illness or medical condition that manifests it-

self by symptoms of sufficient severity, includ-

ing severe pain, that the absence of immediate

medical attention could reasonably be ex-

pected by the prudent layperson, who pos-

sesses an average knowledge of health and

medicine, to result in:
■ placing the member's physical or mental

health in serious jeopardy; or
■ serious impairment to bodily functions; or
■ serious dysfunction of any bodily organ or

part.

Emergency Services: health care items

and services furnished or required to evaluate

and treat an Emergency Medical Condition.

Experimental or Investigational Ser-
vices: health care items or services that are ei-

ther not generally accepted by informed health

care Providers in the United States as effective

in treating the condition, illness or diagnosis for

which their use is proposed, or are not proven

by Medical or Scientific Evidence to be effective

in treating the condition, illness or diagnosis for

which their use is proposed.

Facility (Facilities): the following institu-

tions or entities:
■ Ambulatory Surgical Centers
■ Birthing Centers
■ Community Mental Health Centers
■ General Hospitals *
■ Home Health Agencies/Visiting Nurse

Associations *
■ Physical Rehabilitation Facilities *
■ Residential Treatment Center*
■ Skilled Nursing Facilities *
■ Substance Abuse Rehabilitation

Facilities *
■ Psychiatric Hospitals *

* Facilities further defined in this Chapter.

General Hospital: a short-term, Acute Care

hospital that:
■ is a duly licensed institution;
■ primarily provides Diagnostic and thera-

peutic services for the diagnosis, treat-
ment and care of injured and sick people
by or under the supervision of Physicians;

■ has organized departments of medicine
and major Surgery; and

Definitions

48



■ provides 24-hour nursing services by or
under the supervision of registered
nurses.

Group: the organization that has agreed to

forward subscription rates due under your Con-

tract.

Group Benefits Manager: the individual

(or organization) that has agreed to forward all

subscription rates due under your Contract.

The Group Benefits Manager is the agent of the

Subscriber. Your Group Benefits Manager has

no authority to act on our behalf and is not our

employee or agent. We disclaim all liability for

any act or failure to act by your Group Benefits

Manager.

Home Health Agency/Visiting Nurse
Association: an organization that provides

skilled nursing and other services in your home.

It must be certified under Title 18 of the Social

Security Act, as amended (Medicare-certified).

Hospice: an organization engaged in provid-

ing care to the terminally ill. It must be federally

certified to provide Hospice services or accred-

ited as a Hospice by the Joint Committee for Ac-

creditation of Healthcare Organizations.

Incapacitated: A Dependent who meets

our definition of Child (except he or she is over

the age of 19) and who:
■ is deemed, in our judgement as based on

a clear demonstration of medical neces-
sity, to be incapable of self-support by rea-
son of cerebral palsy, epilepsy, physical or
developmental disability, mental illness
or retardation;

■ became incapable of self-support when
he or she was a Child or a student; and

■ is chiefly dependent on the Subscriber or
the Subscriber’s estate for support and
maintenance.

Include(s), Including: to have as a part or

member of a whole; contain. To put into a

group, class or total. “Include,” followed by a

list, does not imply the list is complete, unless

used with the word “only.”

Inpatient: a patient at a Facility who is ad-

mitted and incurs a room and board charge. We

compute the length of an Inpatient stay by

counting either the day of admission or the day

of discharge, but not both.

Intensive Outpatient Programs: pro-

grams that have the capacity for planned, struc-

tured service provision of at least two hours per

day and three days per week. The services of-

fered address mental health or substance

abuse-related disorders and could include

group, individual, family or multi-family group

psychotherapy, psychoeducational services,

and adjunctive services such as medical moni-

toring. These services would include multiple

or extended treatment, rehabilitation, or coun-

seling visits or professional supervision and

support.

Investigational: (see Experimental)

Medical Care: nonsurgical treatment of an

illness or injury by a Professional Provider.

Medical or Scientific Evidence: the fol-

lowing sources:
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■ peer-reviewed scientific studies pub-
lished in or accepted for publication by
medical journals that meet nationally rec-
ognized requirements for scientific manu-
scripts and that submit most of their
published Chapters for review by experts
who are not part of the editorial staff;

■ peer-reviewed literature, biomedical
compendia and other medical literature
that meet the criteria of the National Insti-
tutes of Health’s National Library of Medi-
cine for indexing in Index Medicus,
Excerpta Medicus (EMBASE), Medline and
MEDLARS database Health Services Tech-
nology Assessment Research (HSTAR);

■ medical journals recognized by the fed-
eral Secretary of Health and Human Ser-
vices, under Section 1861 (t)(2) of the
federal Social Security Act;

■ the following standard reference com-
pendia: the American Hospital Formulary
Service-Drug Information, the American
Medical Association Drug Evaluation, the
American Dental Association Accepted
Dental Therapeutics and the United
States Pharmacopoeia-Drug Information;

■ findings, studies or research conducted
by or under the auspices of federal gov-
ernment agencies and nationally recog-
nized federal research inst i tutes ,
including the Agency for Health Care Pol-
icy and Research, National Institutes of
Health, National Cancer Institute, National
Academy of Sciences, Health Care Fi-
nancing Administration, and any national
board recognized by the National Insti-
tutes of Health for the purpose of evaluat-

ing the medical value of health services;
and

■ peer-reviewed abstracts accepted for pre-
sentation at major medical association
meetings.

Medically Necessary Care: health care

services including Diagnostic Services, preven-

tive services and aftercare appropriate, in terms

of type, amount, frequency, level, setting, and

duration to the member’s diagnosis or condi-

tion. Medically Necessary Care must be consis-

tent with general ly accepted practice

parameters as recognized by health care Pro-

viders in the same or similar general specialty as

typically treat or manage the diagnosis or con-

dition, and:
■ help restore or maintain the member’s

health;
■ prevent deterioration of or palliate the

member’s condition; or
■ prevent the reasonably likely onset of a

health problem or detect an incipient
problem.

Even if a Provider prescribes, performs, orders,
recommends or approves a service or supply, we
may not consider it Medically Necessary.

Mental Health Condition: nervous or

mental condition, only as listed in the Mental

Disorders Section in the International Classifi-

cation of Diseases Manual (ICD-9-CM). The fol-

lowing conditions may be covered under other

sections of this Certificate:
■ conditions related to Substance Abuse

(refer to Substance Abuse definition);
■ hyperkinetic syndrome of childhood

(ICD-9-CM codes 314.00 through 314.99),
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except for intervention for Acute, brief ep-
isodes when other diagnoses are present;

■ specific delays in development (ICD-9-CM
codes 315.00 through 315.99);

■ psychic factors associated with diseases
classified elsewhere in the ICD-9-CM
(ICD-9-CM code 316.00); and

■ mental retardation (ICD-9-CM codes
317.00 through 319.99), except for inter-
ventions for Acute, brief episodes when
other diagnoses are  present.

Mental Health Disorders also include only the
following nervous or mental conditions as
listed in the “V Codes” Section in the Interna-
tional Classification of Diseases Manual
(ICD-9-CM):

■ personal history of mental disorder
(ICD-9-CM codes V11.00 through V11.99);

■ psychological trauma (ICD-9-CM code
V15.40);

■ psychiatric condition (ICD-9-CM code
V17.00);

■ other family circumstances and other
psychosocial circumstances (ICD-9-CM
codes V61.00 through V62.99); and

■ observation for suspected mental condi-
tion (ICD-9-CM code V71.00).

To find out if your condition fits this defini-
tion, please call your Network Provider.

Mental Health Services: services to diag-

nose or treat a Mental Health Condition.

Nonpreferred: (see Provider)

Occupational Therapy: therapy that pro-

motes the restoration of a physically disabled

person’s ability to accomplish the ordinary

tasks of daily living or the requirements of the

person’s particular occupation. Occupational

therapy must include constructive activities de-

signed and adapted for a specific condition.

Other Provider: one of the following enti-

ties:
■ Ambulance
■ Preferred Home Infusion Therapy

Provider
■ Medical Equipment/Supply Provider

(DME)
■ Pharmacy

Off-label (use of a drug): use of a drug for

other than the particular condition for which

approval was given by the Federal Drug Admin-

istration.

Outline of Coverage: the summary of your

Contract benefits.

Outpatient: a patient who receives services

from a Professional or Facility while not an Inpa-

tient.

Parties to a Civil Union: (see Dependent)

Pharmacist: a person who is legally licensed

to practice the profession of Pharmacy.

Pharmacy: any establishment that is regis-

tered as a Pharmacy with the appropriate state

licensing agency and in which Prescription

Drugs are regularly compounded and dis-

pensed by a Pharmacist.

Physical Rehabilitation Facility: a Fa-

cility that primarily provides rehabilitation ser-

vices on an Inpatient basis. Care consists of the

combined use of medical, pharmacy, social, ed-

ucational and vocational services. These ser-
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vices enable patients disabled by disease or

injury to achieve continued improvement of

functional ability. Services must be provided

by or under the supervision of Physicians.

Nursing services must be provided under the

supervision of Registered Nurses (RNs).

Physical Therapy: therapy that relieves

pain of an Acute condition, restores function,

and prevents disability following disease, injury

or loss of body part.

Physician(s): doctors of medicine (includ-

ing psychiatrists), dental Surgery, medical den-

tistry or osteopathy.

Consulting: describes a Professional Provider

whom your Attending Physician asks for Pro-

fessional advice about your condition.

Pre-existing Condition: a condition for

which you have sought medical advice, diag-

nosis, care or treatment or for which medical

advice, diagnosis, care or treatment has been

recommended during the six months before

you became Covered under this Contract.

Preferred: (see Provider)

Prescription Drugs: drugs that are:

■ prescribed by a Physician for a medical
condition;

■ FDA-approved; and
■ approved by us for reimbursement for the

specific medical condition being treated
or diagnosed.

Prior Approval: the required approval that

you must obtain from us before you receive

specific services noted in your Contract. In

some cases, we require that you get our Prior

Approval in writing. If you do not obtain ap-

proval from us before you receive certain services,

benefits may be reduced or not provided. See

page 8 for more information about the Prior Ap-

proval Program. For a list of services that require

Prior Approval, see your Outline of Coverage.

Professional: one of the following practitio-

ners:
■ audiologists
■ Chiropractors (as further defined in this

Chapter)
■ clinical mental health counselors
■ clinical psychologists
■ clinical social workers
■ independent clinical laboratories
■ certified nurse midwives (not lay or pro-

fessional midwives)
■ certified registered nurse anesthetists
■ licensed practical nurses (LPNs)
■ nurse practitioners
■ nutritional counselors
■ registered nurses (RNs)
■ optometrists
■ Physicians (as further defined in this

Chapter)
■ podiatrists
■ substance abuse counselors
■ therapists (occupational, physical and

speech)

Some Professionals must be in our Net-
work or have a Preferred Provider agree-
ment with us for their services to be
Covered. See page 7.
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Provider: An entity listed under the defini-

tion of Facility, Professional or Other Provider

that is:
■ approved by us;
■ licensed and/or certified where required;

and
■ acting within the scope of that license

and/or certification.

Network Provider: any Provider identified as

being a member of one of our Networks (for ex-

ample, our Pharmacy Network or our Mental

Health and Substance Abuse Provider Net-

work.) You may obtain a Directory of Network

Providers from your Group Benefits Manager or

from our customer service department.

For some types of service, we do not provide

benefits if you do not use a Network Pro-

vider.

Preferred Provider: any Provider that has a

Preferred Provider agreement with us; or any

Provider located out of state that has a similar

agreement with another Blue Cross and Blue

Shield Plan. (See also Nonpreferred Provider,

below.)

For some types of service, we do not provide

benefits if you do not use a Preferred Pro-

vider. (They are listed on page 7.)

Nonpreferred Provider: a Provider that does

not meet the definition of a Preferred Provider.

For some types of service, we do not provide

benefits if you use a Nonpreferred Provider.

(They are listed on page 7.)

Psychiatric Hospital: a Facility that pro-

vides Diagnostic and therapeutic facilities for

the diagnosis, treatment and Acute Care of

mental and personality disorders. A staff of Phy-

sicians must direct care. A Psychiatric Hospital

must:
■ provide 24-hour nursing service by or un-

der the supervision of registered nurses
(RNs);

■ keep permanent medical history records;
and

■ be a private psychiatric or public mental
hospital, licensed in the state where it is
located.

Reconstructive: describes surgery to cor-

rect deformities resulting from or present at

birth, injury or disease, or that is Medically Nec-

essary following injury or disease.

Residential Treatment Center: a facility

that is licensed at the residential intermediate

level or as an intermediate care facility (ICF) and

provides Residential Treatment Program ser-

vices.

Residential Treatment Program: a

24-hour level of care that provides patients

with long-term or severe mental disorders or

substance abuse-related disorders with resi-

dential care. Care is medically monitored, with

24-hour medical availability and 24-hour onsite

nursing services. Care includes treatment with

a range of diagnostic and therapeutic behav-

ioral health services that cannot be provided

through existing community programs. Resi-

dential care also includes training in the basic
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skills of living as determined necessary for each

patient.

Respite Care: care that relieves family

members or care-givers by providing tempo-

rary relief from the duties of caring for Covered

terminally ill patients. Respite Care is provided

in a General Hospital or in your home, which-

ever is most appropriate.

Skilled Nursing Facility: a Facility that

primarily provides 24-hour Inpatient skilled

nursing care and related services. Physicians

provide or direct services. Facilities must keep

permanent medical history records. The Facility

is not, other than incidentally, a place that pro-

vides:
■ minimal care, Custodial Care, ambulatory

care, or part-time care services;
■ care or treatment of Mental Health Disor-

ders, Substance Abuse or pulmonary tu-
berculosis; or

■ rehabilitation.

Speech Therapy: therapy to correct speech

impairment resulting from an Acute disease or

occurrence.

Spouse: (see Dependent)

Subscriber: the individual who enters into

this Contract with us.

Substance Abuse: Substance Abuse con-

ditions only as listed in the Mental Disorders

Section in the International Classification of

Diseases Manual (ICD-9-CM) as follows:
■ alcohol and drug psychoses (ICD-9-CM

codes 291.00 through 292.99);

■ alcohol dependence syndromes
(ICD-9-CM codes 303.00 through 303.99);

■ drug dependence (ICD-9-CM codes
304.00 through 304.99); and

■ non-dependent abuse of drugs
(ICD-9-CM codes 305.00 through 305.99),
except tobacco use disorder (ICD-9-CM
code 305.10) and other, mixed or unspeci-
fied drug abuse (ICD-9-CM code 305.90).

Substance Abuse Rehabilitation Facil-
ity: a Facility that primarily provides 24-hour

care seven days per week rehabilitation treat-

ment for Substance Abuse. Facility must offer

sufficient availability of medical and nursing

services to manage ancillary detoxification

needs. Treatment must follow a written plan.

Facilities located in Vermont must be state-ap-

proved. The Joint Commission for Accredita-

tion of Rehabilitation Facilities must accredit

Out-of-state Facilities.

Surgery: generally accepted invasive, opera-

tive and cutting procedures. Surgery includes:
■ specialized instrumentations;
■ endoscopic examinations;
■ treatment of burns;
■ correction of fractures and dislocations;

and
■ anesthesia and the administration of an-

esthetics to obtain general or regional
(but not local) muscular relaxation, loss of
sensation or loss of consciousness during
a Covered procedure.

Urgent Services: services for a condition

that causes symptoms of sufficient severity, in-

cluding severe pain, that the absence of medi-

cal attention within 24 hours could reasonably

Definitions

54



be expected by the prudent layperson, who

possesses an average knowledge of health and

medicine, to result in:
■ placing the member's physical or mental

health in serious jeopardy; or
■ serious impairment to bodily functions; or
■ serious dysfunction of any bodily organ or

part.

Visit Fee (Co-payment): a form of Co-pay-

ment for home, office or Facility visits. (Refer

also to our Co-payment definition and Chapter

One.)

We, Us, Our: Blue Cross and Blue Shield of

Vermont, or any designated agents or reinsur-

ers (where applicable) of Blue Cross and Blue

Shield of Vermont.

Well-Child Care: normal periodic evalua-

tion of a well child.

You, Your: the Subscriber and any Depend-

ents Covered under the Subscriber’s Contract.

More Information
about Your Contract

You hereby expressly acknowledge your un-
derstanding that your Contract constitutes a
contract solely between you and Blue Cross
and Blue Shield of Vermont, that we are an in-
dependent corporation operating under a con-
trolled affiliate license with the Blue Cross and
Blue Shield Association, an association of inde-
pendent Blue Cross and Blue Shield Plans, (the
“Association”) permitting us to use the Blue
Cross and Blue Shield Service Marks in the State
of Vermont, and that we are not contracting as

the agent of the Association. You further
acknowledge and agree that you have not en-
tered into your Contract based upon represen-
tations by any person other than us and that no
person, entity, or organization other than us
shall be held accountable or liable to you for
any of our obligations to you created under
your Contract. This paragraph will not create
any additional obligations whatsoever on our
part, other than those obligations created un-
der other provisions of your Contract.
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Index
A
Acupressure, exclusion, 25
Acupuncture, exclusion, 25
Acute (Care), 46
Adding Dependents, 39
Admission Review, 8
Adoption, 39
Allergy Testing , 12
Allowed Price, 5, 46
Alpha Stim Units

exclusion, 25
Ambulance, 10, 46
Anesthesia, 18
Appeal, 32

mental health and
substance abuse, 34

Applicable Law, 44

B
Benefit

definition, 46
maximums, 5 - 6
payments, 5
payments in error, 31

Benefits After Termination
of Coverage, 42

Better Beginnings, 14
Biofeedback, exclusion, 25
Birth, 39
Blood Pressure Monitoring,

exclusion, 25
BlueCard Program, 9

C
Cardiac Rehabilitation

Providers, 7
Carryover of Deductible, 6
Case Management Benefit,

8
Certificate, 46
Certified Nurse Midwives, 7
Chemotherapy, 22
Child, 46 - 47

Chiropractic Care, 10
prior approval
requirements, 10

Chiropractors, 7, 46
Chronic Care, 25, 46
Circumcision, exclusion, 25
Claim Appeal, 32

mental health and
substance abuse, 34

Claims, 31 - 32, 34
Clinical Ecology, exclusion,

25
COBRA

continuation of
coverage, 42

Cognitive Retraining,
exclusion, 26

Coinsurance, 6, 46
Communication Devices,

exclusion, 26
Complaint, 32

mental health and
substance abuse, 34

Consultations, 26
Continuation of Coverage,

42
Continued Stay Review, 8
Contract, 46
Contract Reinstatement, 42
Conversion to Direct-pay,

42
Coordination of Benefits,

36
Co-payments, 5 - 6, 47, 55
Cosmetic, 47
Cosmetic Procedures

exclusion, 26
Cover(ed), 47
Custodial Care, 26, 47

D
Deductible, 5

carryover of deductible,
6
definition, 47

Definitions, 46
Delivery of Baby, 14
Dental Care, 11, 26

dentures, 11
dentures, exclusion, 26

exclusions, 11
gingivectomy, 11
orthodontics, exclusion,
11

Dependent, 47
Dependents

court-ordered
coverage, 39 - 40
waiting periods, 29

Dependents, removing, 41
Diabetes Services , 11
Diagnostic Services, 11, 47
Dialysis, 22
Direct-pay Coverage, 42
Drugs, 20

exclusion for
non-prescription, 26

Durable Medical
Equipment, 15, 47

E
ECG, EEG, 12
Educational Evaluation,

exclusion, 26
Emergency Care, 11

ambulance, 10
pre-existing conditions,
29

Emergency Medical
Condition, 48

Entire Agreement, 44
Environmental Medicine,

exclusion, 25
Exclusions, 25
Experimental Services, 25,

48
Extended Benefits, 25
Eye exercises, exclusion, 26
Eyeglasses, exclusion, 26

F
Facilities, 48
Felony, commission of, 25
Foot Care, exclusion, 26
Fraud or

Misrepresentation, 42

G
General Exclusions, 25 - 26,

28
General Hospital, 48
Gingivectomy, 11
Group, 49
Group Benefits Manager,

49

H
Hearing Aids, exclusion, 26
Hearing Tests, 12
Home Care, 12
Home Care Exclusions, 13
Home Health Agencies, 7,

49
Home Infusion Therapy , 7
Home Modifications,

exclusion, 26
Homeopathic Remedies,

exclusion, 25
Hospice Care, 13, 49
Hospital Charges, 13
Hypnotherapy, exclusion,

25

I
Imaging, 11
Incapacitated Dependents,

41, 49
Independent Review, 35
Infusion Therapy, 22
Inpatient Services, 13, 49
Investigational Services,

25, 48

L
Laboratory Services, 12
Laser Surgery, exclusion,

26

M
Mammography, 12
Mandated Treatment, 26
Marriage, 39
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Massage Therapy,
exclusion, 25

Maternity, 14
Better Beginnings
Program, 14
childbirth classes, 14
inpatient benefits, 8

Medical Care, 49
Medical Equipment and

Supplies , 15
Medical or Scientific

Evidence, 49
Medically Necessary Care,

25, 50
Medicare, 5, 43
Membership, 39 - 40, 42
Mental Health Care, 17

network, 7
Mental Health Condition,

50
Mental Health Services

definition, 51
Military Service

exclusion, 26

N
Network Providers, 7, 53
Nonpreferred Providers, 7,

53
Nonwaiver of Our Rights,

44
Nuclear Imaging, 11
Nurse Midwives, 7
Nutritional Counseling, 17
Nutritional Counselors, 7
Nutritional Formulae, 27

O
Obesity

exclusion, 27
Occupational Therapy, 22,

51
Off-label (use of a drug), 51
Open Enrollment, 39
Optometry Services, 18
Organ Transplant, 23
Orthodontics

exclusion, 27

Orthodontics, exclusion, 11
Orthotics, 15

exclusion, 27
Other Party Liability, 36, 38
Other Provider, 51
Outline of Coverage, 51
Out-of-Pocket Limits, 6
Outpatient Services, 14, 51
Over-age Dependent, 40

definition, 47

P
Pain Management

Programs
exclusion, 27

Party to a Civil Union
definition, 47

Pathology Tests, 12
Payment in Error, 31
Payment of Benefits, 31
Periodontitis

exclusion, 11
Pharmacist, 51
Pharmacy, 51
Phone Numbers

for preadmission
review, 8
for precertification
program reviews, 8

Physical Rehabilitation
Facility, 51

Physical Therapy, 22, 52
Physician, definition, 52
Physicians’ Services, 18
Preadmission Review, 8
Pre-existing Condition, 52
Preferred Provider, 53
Preferred Providers, 52
Prenatal Visits, 14
Prescription Drugs, 20, 52
Prior Approval

definition, 52
Private Duty Nursing, 12
Professionals, 52
Professionals’ Services, 18
Prosthetics, 16
Provider, 53
Provider Choice, 6

Psychiatric Hospital, 53

R
Radiation Therapy, 22
Reconstructive Surgery, 53
Rehabilitation Hospitals, 7
Rehabilitation Services, 21
Release of Information, 31
Respite Care, 53
Rolfing, exclusion, 25

S
Severability Clause, 44
Skilled Nursing Facilities, 7,

54
Speech Therapy, 22

definition, 54
Spouse, 47, 54
Spouse’s Termination of

Employment, 40
Students, 40
Subrogation, 37
Subscriber

definition, 53 - 54
Subscriber Address, 45
Subscription Rate, 44
Substance Abuse

definition, 54
Substance Abuse

Rehabilitation Facility
definition, 54

Substance Abuse Services,
22

Supplies, 15
Surgery, 54

T
TENS

exclusion, 27
Term of Contract, 44
Termination of Coverage,

benefits after, 42
Termination Of Group

Coverage, 41
Therapy Services, 22, 27
Third Party Beneficiaries,

45

Transplants, 23
Transsexual Surgery

exclusion, 27
Travel , 27

U
Ultrasound, 11

V
Veterans Administration

Facility
exclusion, 28

Visit Fees, 5 - 6, 47, 55
Visiting Nurse Associations,

49
Voidance and

Modification, 42

W
Waiting Period, 29
Weight Loss

exclusion, 27
Well-Child Care, 55
Work-related Illnesses

exclusion, 28

X
X-rays, 11
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